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Lithograph by Robert Riggs 


*‘disturbed wards have virtually disappeared’’’ 


Many hospitals have found that 


» makes patients accessible and receptive to psychotherapy 

e reduces or eliminates the need for restraint and seclusion 

e improves ward morale 

» speeds release of hospitalized patients 

- reduces destruction of personal and hospital property 

» reduces need for shock therapy and lobotomy 

» increases capacity of hospital to serve more patients 
than ever before 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydrochloride), 
and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


1. Overholser, W.: in Chlorpromazine and Mental Health, Philadelphia, Lea & 
Febiger, 1955. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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a new substance 
for spastic neurological 
disorders 


Synthesized and characterized by McNeil Labora- 
tories, FLEXIN is the first skeletal muscle relaxant 
truly effective by mouth. It is not a mephenesin 
derivative, curare-type drug or “tranquilizing” 
agent. 


“...FLEXIN appears to exert a somewhat selec- 
_tive depressing effect on subcortical and spinal 
polysynaptic neural pathways.”! “Its chief 
advantages are oral route of administration, long 
duration of action, and minimal side-effects.’’? 


Spinal Spasticity “...14 of 18 patients 
with spasticity due to spinal cord lesions showed 
objective improvement...” 


Cerebral Palsy Outstanding benefits 
have been noted. “The administration of zoxazo- 
lamine (Flexin) in 28 children, each of whom had 
spasticity, produced a decrease of muscular tone 
on passive flexion in every instance.” 


Other Disorders Encouraging results 
have also been reported ina significant number of | 
patients with multiple sclerosis, cerebrovascular 
lesions and parkinsonism. FLEXIN is also of value | 
in musculoskeletal disorders such as low back | 
syndromes, fibrositis, strains, sprains and nonin- 
flammatory rheumatoid arthritis.4 
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“,..14 of 18 patients 
| with spasticity due to spinal 
| cord lesions showed 
objective improvement...’ 


(Zoxazolaminet, McNeil) 


the first orally effective lissive 


times a day. 


Supplied (250 mg.), 
bottles of 50 : 


(1) Rodriguez-Go M.; Valdes-Rodriguez, A., and Dre 
J.A.M.A. 160:752 t. 3) 1956. (2) Amols, W.: ‘ 
(Mar. 3) 1956. (3) ‘ahomsen, E. H., and Baird, H. W., THF 
. (4) Smith, R. T.; Kron, K. N.; Peak 


Hermann, |. 


tu.s. PATENT PE 


Sit 
| to 6 hours’ lysi a 
| up to ours’ spasmolysis 1 
| or four times a dag of immediately 
after meals. tablet two to four 
J.A.M.A. 160:745 (Mar. 3) 1956, 
iLissive: Relief of skeletal muscle spasm without interference gt SE 
‘McNeil Laboratories, Inc + Philadelphia 32, Pa. /McNEIL 


instrument for all established techniques 


REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usually capable 
of returning to work following treatment. Fear of further treatment 
is greatly relieved in most patients. Efficiency of current increased. 
One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 
very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 
been successfully treated by modalities contained in Model RC-47D. 


MODEL RC-47D PROVIDES FOR: 
e CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FocAL TREATMENT—wnilateral and bilateral 
e MONO-POLAR TREATMENT—non-convulsive or convulsive 
CoMA and other respiratory problems 


the most advanced unidirectional current 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 


ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 


BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200. 
REFERENCES IN LITERATURE AND TEXT - BOOKS. 


REUBEN REITER, Se.D. 
WEST 48th STREET, NEW YORK 36, N.Y. 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Therapy of Acute Porphyria With Bai and Other Agents 


(A Report of 19 Additional Cases) 


HENRY A. PETERS, M.D. 
Madison, Wisconsin 


The ability of BAL (dimercaptopropanol ) 
to reverse symptoms of acute porphyria was 
reported by Peters' and more recently by 
McCabe.* Striking effectiveness of the BAL 
treatment in a case of congenital porphyria 
(Giinther’s disease) with cutaneous lesions 
of hydroa-vacciniformis, epidermolysis bul- 
losa-type, was recorded by Schrumpf.* Since 
the initial publication (1954), 21 additional 
cases manifesting an abnormal porphyrin- 
uria have been found. Symptomatology jus- 
tified the diagnosis of congenital porphyria 
in one case and the diagnosis of acute inter- 
mittent hepatic porphyria in 15 cases, of 
which 12 were observed during acute exacer- 
bations of the neuropsychiatric disturbance; 
the remaining three could be classed as lat- 
ent or subacute stages show-ng subtle symp- 
tomatology. Nine acute cases were given 
BAL treatment during major exacerbations 
with good response in six, questionable re- 
sults in two and an unfavorable response in 
one. One case under BAL therapy required 
phenobarbital control of focal seizures but 
remained psychotic until the administration 
of Frenquel (4-piperidyl benzhydrol HCl) 
in dosage of 60 mg. orally daily for 4 days, 
following which she underwent a complete 
recovery. One case of acute porphyria with 
only abdominal colic was not benefiited by 
daily administration of 200 mg. intravenous 


From the Department of Neuropsychiatry, Uni- 
versity Hospitals, University of Wisconsin Medical 
School, Madison, Wisconsin. 


Frenquel, but the symptoms were amelio- 
rated by chelation with disodium calcium 
versenate (Ca EDTA) therapy. The residual 
abdominal pain in this patient continued de- 
spite added BAL therapy until procaine, 500 
mg., was administered intravenously in 1,000 
cc. normal saline solution daily for 2 days, 
following which she became asymptomatic. 
Recurrence of abdominal pain several weeks 
later was again treated with BAL and intra- 
venous Procaine without complete relief. De- 
pendence on Demerol was interrupted by 
Thorazine, 100 mg. t.id. Of three latent 
cases treated with BAL, two experienced 
subjective improvement, whereas a third, re- 
vealing only numbness in the distribution of 
the fifth cranial nerve and dimming vision 
did not improve. 


The improvement in all cases treated was 
accompanied by normalization of the urinary 
porphyrin excretion with reduction of the co- 
proporphyrin excretion, by an absence of 
uroporphyrin and slight residual porphobili- 
nogen excretion in several and by an absence 
of porphobilinogen excretion in others. 


ACTH, administered 15 mg. daily by slow 
intravenous drip for four days, was success- 
ful in reversing the course of one case who 
had deteriorated under BAL administration 
(Case II). An additional case responded 
poorly to BAL therapy but prompt relief 
with ACTH occurred. 

The case previously reported' and an ad- 
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ditional case with grand mal seizures and a 
downhill course failed to respond to ACTH 
administration but became rapidly asympto- 
matic following BAL therapy. 

This report is submitted to confirm the 
impression that BAL and disodium calcium 
versenate should be utilized in the therapy 
of acute porphyria which reaches a mortal- 
ity rate as high as 90 per cent, especially 
in those cases demonstrating neurological 
symptoms and signs. Frenquel, intravenous 
Procaine and Thorazine also have a place in 
a symptomatic therapy schedule. 

Symptomatology of cases: a classical case 
of congenital porphyria with predominant 
hydroa-vacciniformis symptomatology; eight 
cases manifesting convulsions (four focal in 
nature) ; intermittent schizophrenic-like psy- 
chosis, five; peripheral neuropathy, four; re- 
current abdominal (or back) pain; three; 
obstipation in ten; tachypnea and tachycar- 
dia in most; and hypesthesia in the distribu- 
tion of the fifth cranial nerve in one. Spi- 
nal fluid ranged from normal to elevated 
protein as high as 80. Only four cases re- 
ported an altered urine color, although the 
urine during acute stages was especially 
foul-smelling. Barbiturates may have acted 
as a precipitating factor in six, sunbathing 
in two, while exposure to “oil base paints” 
iaay have figured in five cases, one of which 
(Case II) seemed to react in a toxic manner 
to BAL administration. Multiple blood 
transfusions may have precipitated an at- 
tack post partum in one. In all instances, 
barbiturates, sulfonamides and other drugs 
were withheld after diagnosis. Seizure ac- 
tivity appeared to respond favorably in four, 
inconsistently in one under BAL therapy. 
Five of the cases previously reported in- 
cluded such diagnoses as conversion hys- 
teria, schizophrenia and arteriosclerotic en- 
cephalopathy with aphasia. One case (Case 
IV), submitted to a laminectomy four years 
ago for the relief of symptoms assumed to 
be caused by a cord tumor, demonstrated an 
adhesive spinal arachnoiditis. Cases show- 
ing a predominance of abdominal colic often 
become addicted, as seemed the case in two 
patients included in this series. Thorazine 
and intravenous Procaine seem to be effec- 
tive drugs in these problems. 
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Discussion (4 Cases) 

The occurrence or frequency of acute por- 
phyria is far greater than heretofore ex- 
pected. The intermittency of abnormal por- 
phyrin excretion, which often may not par- 
allel clinical symptomatology, makes a re- 
jection of the diagnosis of acute porphyria 
hazardous unless repeated and detailed uri- 
nary studies are carried out when such an 
etiology is suspected. The observation of 
reddish or brownish urine by patients has 
not been a rule. 

The significance of the porphyrins in ani- 
mal or in the role of human metabolism is 
obscure. In combination with iron and/or 
protein, porphyrins are needed in the forma- 
tion of hemoglobin, myoglobin, cytochromes 
as well as in enzymes such as catalase and 
peroxidase. Uroporphyrin and _ copropor- 
phyrin are probaly precursors of the 
“heme” compounds. If it is true that por- 
phobilinogen is biologically responsible for 
the synthesis of other porphyrins, as inti- 
mated experimentally by Bogorad and Gran- 
ick,' then an “enzymatic block” at this trans- 
formation level could account for the with- 
drawal of important metabolites from the 
nutritional system. In an earlier publica- 
tion Peters' suggested that BAL is instru- 
mental in withdrawing especially zinc but 
also other heavy metals from the body which 
could conceivably produce this “enzymatic 
block.” The role of zine in porphyria had 
been postulated by Nesbitt,” who deducted 
that it was a zinc deficit that produced clin- 
ical symptoms. Attempts to demonstrate al- 
tered zinc urinary excretion levels in cases 
of acute porphyria have met with equivo- 
cable results. Urinary zinc excretion was 
definitely elevated in six cases tested during 
the acute phase, often eight times higher 
than the normal excretion level of 0.5 mg. 
per 1,000 cc. Sumegi and Putnoky" observed 
that lead, mercury, bismuth, copper, zinc, 
iron, silver and gold caused white rats to 
develop weight loss, hyperfunction of the 
thyroid and porphyrinuria. 

The abnormal porphyrins are excreted in 
urine and feces as a zinc metal complex, ac- 
cording to Watson and Schwartz.’ 

The increased level of urinary zinc excre- 
tion would suggest that it may be produc- 
ing an “enzymatic block” in normal por- 


* 
> 
8 
| 


1956 


phyrin metabolism which is reversed on che- 
lation with BAL or disodium calcium ver- 
senate. 

On a previous admission Case II had a 
borderline lead urinary excretion of 0.7 mg. 
per cent. It is conceivable that BAL, when 
utilized in the most recent acute attack of 
porphyria, despite a normal blood and urine 
lead level, mobilized lead frcm the bones to 
produce a toxic erythema multiforme and 
more severe disturbance manifested by pe- 
ripheral neuropathy. 

It is suggested from our clinical experi- 
ence that ACTH is to be used if the initial 
BAL treatment proves ineffectual after five 
days. If abnormal! lead excretion demon- 
strated, disodium calcium versenate therapy 
is indicated. Unfavorable results of ACTH 
therapy in acute porphyria have been re- 
ported by Mellinger and Pearson,* while Ol- 
son and Stiles” suggest that ACTH and cor- 
t:sone may have precipitated the fatal out- 
come in two cases of porphyria. Such a fa- 
tal outcome despite cortisone treatment is 
reported by Gilbert, Toupin and Bell;'’ while 
Goldberg et al.'' and also Janoff et al.,'* and 
Meyer, Nadler and Bloch'* report cases bene- 
fited by ACTH treatment. Watson" reported 
on eight of 15 cases that responded to 3 to 
4 days of ACTH therapy. The use of ACTH 
as well as brief initial cortisone therapy may 
well have saved Case I, who showed progres- 
sive deterioration following initial improve- 
ment with BAL therapy until the ACTH was 
given. 

The use of Etamon and Tubocurare has 
been advocated by Wehrmacher"’ for relief 
of pain in treatment of acute porphyria. In 
our experience, Etamon transiently blocks 
‘he pain and reduces hypertensive blood 
pressure in the acute phase but does not al- 
ter the course of the intoxication. 

Intravenous Procaine administration has 
been advocated by Grubschmidt'® and was 
successful in controlling the abdominal col-c 
pain in one case when Etamon had been un- 
successful. : 

Neostigmine has been advocated by Gill- 
hespy and Smith,'* who noted in their case a 
similarity to clinical myasthenia gravis. 

Exsanguination transfusion is advocated 
by Deparis, Canivet, Dausset and Rossignol'* 
in one case in which 95 per cent of the pa- 
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tient’s blood was replaced. Our Case IV had 
her first acute attack of porphyria following 
severe post partum bleeding, for which she 
received 2,000 cc. of blood by transfusion. 
Electric shock treatment is advocated in 
acute porphyria by Lemere,'® also Freeman 
and Kolb.*’ One of our cases had 52 sponta- 
neous focal epileptic seizures in the course 
of three days after she was g:.ven two elec- 
tric-convulsive treatments. Saint, Curnow, 
Paton and Stokes*' used electric shock treat- 
ment in one of their two reported fatal cases. 
If seizures are already a potential part of 
the patient’s symptomatology, the use of 
eleciric-convulsive treatment would seem 
hazardous. How many cases of unrecog- 
n:zed acute porphyria with psychosis have 
received electric shock therapy, the eti- 
ology having been missed, is conjectural. 
Schrumpf* used BAL in the treatment of 
congenital porphyria complicated by hydroa- 
vacciniformis for the reason that BAL ther- 
apy had given good response in hemosidero- 
sis following multiple blood transfusions, 
and because post mortem examination of 
congenital porphyria cases had shown hemo- 
siderosis, especially in the liver. Schwarz 
and Moulcon** reported deposits of yellow 
pigment in the Virchow-Robin’s spaces and 
in the wall of the blood vessel in several 
cases of acute porphyria. They described 
likewise extensive vascular changes in the 
brain stem consisting of edematous, prolif- 
erative and exudative changes, with a most 
consistent perivascular accumulation of 
piasma cells and lymphocytes, suggesting an 
allergic serum edema. There were nonspe- 
cific cellular changes in the neurones con- 
sisting of edema, chromatolysis, acute neu- 
ronal disease, cell sclerosis, especially the 
so-called ischemic homogenous cell disease. 
The distribution of the lesions included an- 
terior horn cell, especially mid-cervical, nu- 
ciei of the brain stem, dentate nuclets of the 
cerebellum, the large neurones of part of the 
putamen and globus pallidus, certain tha- 
lamic nuclei, giant cells of Betz’s in the mo- 
tor cortex, neurones of the autonomic gan- 
glia. The authors concluded that the picture 
suggested a more toxic than a metabolic re- 
action as a diffuse toxic meningopolio-en- 
cephalomyelitis. Kench, Ferguson and Grave- 
son,”* also Ivers,*! report anterior horn in- 
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volvement in their reports. 

It should be said that in these cases of 
acute fulminating porphyria with severe neu- 
rological disorder, recovery appears to have 
been complete despite the initial severity of 
the clinical picture. The pathological pic- 
ture described could explain the focal seiz- 
ures and arachnoiditis of the cord noted in 
this series. 

Since spontaneous remissions do take 
place in acute porphyria, the question arises 
as to whether the results of BAL therapy 
could be ascribed to coincidence, withdrawal 
of barbiturates or other factors which trig- 
gered the disturbance, or to a delayed re- 
sponse to ACTH in the case that received 
this medication prior to BAL therapy. The 
immediate clinical response to BAL or diso- 
dium calcium versenate therapy in suscep- 
tible cases, however, strongly suggests that 
BAL itself played a significant role. 

Conclusions and Recommended Therapy 

1. Acute porphyria is not a rare syn- 
drome; abnormal porphyrin excretion may 
be intermittent; positive laboratory diagno- 
ss is difficult. 

2. Symptoms and signs may include: red- 
dish, brownish, highly odoriferous urine 
(particularly after standing in sunlight for 
24 hours); focal and grand mal seizures; 
cerebral, focal, degenerative changes (apha- 
sia, apraxia); urinary incontinence; hemi- 
plegia; hemianoptic defect; and arachnoidi- 
tis of the sp:nal cord. Tachycardia and 
tachypnea are often present, also elevation 
of NPN with hypertension that may give a 
positive Regitine test.. A lowered level of 
consciousness, toxic cr sch'zophrenic-like 
psychosis with hallucinations similar in type 
to that produced with mescaline and lysergic 
acid, peripheral neuropathy with pain, mo- 
tor paralysis or weakness, tremor, or myo- 
clonic jerks, abnormal electro-encephalo- 
graphic findings may be observed. Complete 
recovery may occur despite severe damage 
to the central and peripheral nervous sys- 
tem. 

3. BAL therapy may be highly effective 
in doses of 0.5 to 1.5 cc. t.id., bringing 
about clinical recovery and marked improve- 
ment or normalization of porphyrin excre- 
tion patterns. Increased urinary zinc excre- 
tion may be present with a zinc diuresis on 
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administration of BAL or other chelating 
agents, and normal values for zinc develop 
after remission. Zinc or other heavy metals 
may play a role in producing an “enzymatic 
block” in the porphyrin metabolism. Diso- 
dium calsium versenate therapy may have 
s‘milar therapeutic ability as BAL. 

4. BAL therapy may be effective when 
ACTH and/or cortisone fail to bring about 
recovery. ACTH in small doses, 15 to 20 
mg. in 1,000 cc. normal saline solution over 
eight hours, may be therapeutically effec- 
tive when BAL therapy does not succeed. 

5. Intravenous Procaine, 500 mg. in 1,000 
cc. normal saline solution for several days, 
may g-ve relief in neuritic pain and abdomi- 
nal colic, while Etamon has only trans:ent 
efrect. Preiim:nary BAL therapy may be 
necessary, however, to insure relief of pain 
with intravenous Procaine. Cases manifest- 
ing severe abdominal colic often develop de- 
pexdence on opiates, especially Demerol, sug- 
gesting addiction. Thorazine aborted the 
symptoms in one case when intravenous Prc- 
caine proved ineffectual during a second a*- 
tack. 

6. Frenquel may be effective in reversing 
a toxic psychosis but does not affect the vis- 
ceral pain in acute porphyria. 

7. Sulfonamides, barbiturates (especialiy 
pentothal, amytal and seconal), ampheta- 
mines, cortisone, exposure to heavy metals, 
oil based paints, undue exposure to the sun 
should be avoided as well as alcohol. Paral- 
dehyde may be utilized for sedation. 

8. Phenobarbital may be necessary for 
seizure control, although in most cases BAL 
therapy will interrupt seizure activity. 

9. Heroic supportive efforts may be nec- 
essary, such as tracheotomy; patients may 
recover despite a seemingly terminal pic- 
ture. 


Representative Case Histories 
Case I (M.H.): 

The patient, M. H., age 25, multiparous with one 
child of two years, delivered a normal infant 6-9-55 
in her local hospital. Severe hemorrhage from a 
cervical tear occurred the day after delivery. She 
received 4 transfusions totalling 2,000 cc. blood. A 
week post partum she was discharged from the 
hospital but returned 6-18-55 because of abdomi- 
nal pain and nausea, not amenable to relief by opi- 
ates. Constipation followed delivery and continued. 
She was given sedation but complained of dizziness 
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and thought once that she was “hearing things,” 
perhaps music. On 6-19-55, following nocturnal 
sedation, she had 13 grand mal seizures which 
ceased following phenobarbital sedation. Follow- 
ing this she was semicomatose and unresponsive. 
Porphobilinogen, coproporphyrin and uroporphyrin 
were noted in the urine, and she was referred to 
University Hospitals for admission on 6-28-55. 

Examination showed her to be confused as to 
time and place and with lowered level of con- 
sciousness. The complexion was a grayish tan. 
She complained of blurred vision. An ecehymotic 
region of the right upper arm was noted, but the 
shoulder and arm were not tender to palpation or 
manipulation. Suggestive optic pallor OD; lateral 
nystagmus; tongue midline; reflexes physiologic. 
Tenderness in upper thigh and lower back where 
an L.P. had been done. Fecal impactions were felt 
on abdominal palpation and tenderness without 
muscle spasm. Electroencephalograph: 1-2 per 
second 100-150 microvolt waves in all leads with 
no localization; basic rhythm 312-5 per second 30- 
140 microvolt waves with some low voltage fast 
activity. Electrocardiograph revealed tachycardia, 
slight depression of the RS-T segments in II, ITI, V. 
and through V,. T waves diphasic or inverted 
throughout. PR, 0.10; QRS, 0.08. Blood pressure 
150/110. NPN 37. Thymol turbidity 3 units. Uri- 
nary porphyrins: 5+ coproporphyrin; 3+ uropor- 
phyrin; strongly positive porphobilinogen. Urinary 
zine excretion, 1.02 mg. per liter. 

On 6-30-55 BAL therapy commenced at 0.5 cc. 
t.id. By evening she volunteered that she felt 
tired but was thinking more clearly. On 7-1-55 her 
psychomotor depression was greatly improved, and 
she first complained of shoulder pain. X-ray re- 
vealed fracture, right humerus head, with anterior 
dislocation. The preceding depression of conscious- 
ness resulting from acute porphyria had heretofore 
masked the orthopedic disability. Open reduction 
was performed 7-2-55, gas-ether anesthesia, with 
continuance of BAL therapy. Nevertheless, she 
continued to improve daily. By 7-6-55 abdominal 
complaints disappeared and ambulation commenced. 
7-8-55 the uroporphyrin excretion increased to 5+, 
and Etamon was given on one occasion for ab- 
dominal cramps. On 7-9-55 BAL was increased to 
0.7 cc. 5 times daily, and there was no recurrence 
of abdominal pain. 

BAL therapy ceased 7-15-55. Electroencephalo- 
graph, 7-20-55, revealed marked improvement: ba- 
sic rhythm 7-9 per second 10-70 microvolt waves; 
some 4-6 per second 20-110 microvolt waves; sleep 
activity normal distribution. She was discharged 
from the hospital 7-22-55 with instructions to re- 
ceive BAL in dosage of 1-11 cc. on consecutive 
days should symptoms of constipation, pain or leth- 
argy recurr. Porphyrin studies on her mother, fa- 
ther and sister normal. Urinary zinc excretion 
continued during the administration of BAL and 
reached normal levels shortly after cessation of 
BAL therapy. 

Follow-up revealed no return of symptoms, al- 
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though traces of porphobilinogen are seen occasion- 
ally on random urine examination. 


Case II (J.8.): 

Patient J.S., age 25, was admitted to University 
Hospitals 8-27-54. The diagnosis of acute intermit- 
tent porphyria was previously established, Septem- 
ber, 1951, at which time he had complaints refer- 
able to backache and peripheral neuropathy in the 
form of right foot drop. Treated at University Hos- 
pitals with sodium acid phosphate because of a 
blood lead level of 0.70 mg. per cent and ACTH, 
there followed gradual subsidence of acute symp- 
toms, although foot drop and aesthenia did not dis- 
appear for 6 months. The patient, a medical stu- 
dent, had two other attacks dating back to 1949. A 
possible contributing factor was the administration 
of triple sulfa drugs at the onset during previous 
attacks. Prior to all including the present attack 
there had been exposure to paint with interior and 
exterior decorating. 


A week prior to admission the patient on his 
honeymoon had partaken of alcoholic beverage and 
developed constipation, dull aching pains in left 
lumbar area, pain in thighs, left foot drop, nausea 
and vomiting. Urine dark brown. Urinary exam- 
ination confirmed the presence of abnormal por- 
phyrins in the urine. 

Admission examination revealed a toxic-appear- 
ing male; an edematous, ecchymotic area over the 
left flank from a hot-pad burn; on walking, left 
foot drop. In bed he would assume the ‘knee- 
chest” position for relief of severe back pain, and 
there was tenderness and muscle spasm on palpa- 
tion in the left lumbosacral region. Reflexes intact 
except for absent left ankle jerk. Subjective hyp- 
esthesia over the lateral aspect of the left calf and 
foot. 

Coproporphyrin, uroporphyrin and porphobilino- 
gen strongly positive. He was started immediately 
on 0.5 ce. of BAL t.i.d. as well as Cobroxin, 1 cc. 
daily and demerol to control back pain. Paralde- 
hyde was given for nocturnal sedation. Until 9-2-54 
the patient appeared to improve, although blood 
pressure remained elevated and abdominal ileus 
persisted. On 9-2-54 the patient had 3 grand mal 
seizures; urinary output decreased and he became 
confused. 9-10-54 there were visual and auditory 
hallucinations; bilateral weakness of the deltoid 
muscle developed; extremities became tremulous. 
There was marked tenderness to palpation over 
legs and arms. By the 15th hospital day a rash 
developed over arms and back, representing a 
Hebra variety of erythema multiforme. There was 
almost complete anuria, and erythema and edema 
became more severe. Sodium acid phosphate was 
administered and several i.v. doses of Disodium Cal- 
cium Versenate. His condition continued to deteri- 
orate, and 9-20-54 the patient was placed on corti- 
sone, 50 mg. every 8 hours for 48 hours, BAL dis- 
continued. The following day dermatitis and clin- 
ical status improved, although respiratory exchange 
appeared marginal and oxygen was administered. 
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On 9-22-54 ACTH in dosage of 15 mg. in 1,000 
ec. of normal saline solution over an 8 hour period 
was administered and repeated for 4 days only. On 
the evening of the 4th day the patient became 
apneic and cyanotic. Following artificial respira- 
tion breathing resumed and a tracheobronchial toi- 
let was done. Sodium succinate (2 drams t.i.d.) 
was administered subsequently in an attempt to im- 
prove oxygenation and for its effect on the enzyme 
systems. The patient improved. On 10-5-54 he de- 
veloped bronchopneumonia and atelectasis of the 
left lower lobe, for which bronchoscopy was per- 
formed several times and aureomycin administered. 
He continued subcyanotic despite administration of 
oxygen. On 10-7-54 tracheotomy was performed, 
and from that time on improvement was continual. 
He was discharged on 12-12-54. Coproporphyrin 
and uroporphyrin levels were now low, but por- 
phobilinogen excretion persisted. Physical therapy 
was continued, and 4 months later muscle chart 
revealed complete return of muscle function. The 
patient gained 40 pounds, and there was no return 
of neuropsychiatric disturbance. The patient could 
discuss bizarre hallucinatory experiences present 
during his acute illness, although there were many 
gaps in recollection. Medication following dis- 
charge from the hospital included adenine in dos- 
age of 250 mg. daily for one month and vitamins. 
Porphobilinogen continues to be present, although 
coproporphyrin is negligible and uroporphyrin ex- 
cretion has not reappeared. The patient has re- 
turned to full study in the medical school. 


Comment: In retrospect it would seem that ACTH 
therapy should have been used at an earlier date 
when BAL therapy seemed ineffectual. Adminis- 
tration of intravenous Procaine initially also might 
have hastened recovery by reducing demerol and 
other sedative requirements which may have con- 
tributed to progression of the disorder. 


Case III (M.J.F.): 

Patient M. J. F., age 35, was admitted to Univer- 
sity Hospitals 10-22-54. In September the patient 
began driving herself abnormally, kept late hours 
and ate sparingly. For several days she had the 
“flu’’ with recurrent emesis. A grand mal seizure 
occurred the afternoon before admission. Follow- 
ing the convulsion she was lethargic and vomited 
several times. 

On previous admissions in 1951, a chronic fatigue 
state had been diagnosed. In 1953 and 1954 she 
was hospitalized and a brain tumor suspected be- 
cause of electroencephalographic lateralization to 
the right temporal lobe. Pneumoencephalogram, 
1-9-54, normal. On 6-26-54 she delivered her 7th 
child. 

The patient, a nurse, formerly admitted use of 
barbiturates and dexedrine. The patient was de- 
hydrated and uncommunicative. An _ expressive 
aphasia existed involving anomia, agraphia and 
apractic disturbance. She was disorganized as to 
time and place and hallucinating. Reflexes intact 
with a questionable plantar response on the right. 
Urine excretion was dark amber in color and odor- 
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iferous. Urine porphyrin studies revealed copro- 
porphyrin 5+, uroporphyrin 5+ and porphobilino- 
gen strongly positive. On 10-26-54 at 8:00 p.m. 
BAL therapy was started in dosage of 0.5 cc., t.i.d. 
By the afternoon of 10-27-54 the patient was lucid, 
no agraphia; she could tell for the first time the 
correct number of children. She complained of oc- 
casional ‘‘yellow” acotomata and of having had hal- 
lucinatory experiences in which she would see her 
children at play but in Lilliputian size. 

On admission urinary analysis revealed a trace 
of barbiturate. Electroencephalograph: low volt- 
tage fast activity and low voltage slow activity and 
some 5-6 per second 20-70 microvolt waves in all 
leads without localization. Zinc excretion 0.61 mg. 
of zine per 1,000 cc. A/G ratio and blood bromide 
level normal, urinalysis negative and NPN 45. The 
patient was normotensive, although pulse repeatedly 
reached 100-108, etc. Unfortunately, on the day the 
patient’s BAL therapy was begun, the porphyrin 
excretion in the urine completely reversed and ab- 
normal excretion of uroporphyrin and porphobilino- 
gen did not recur. Of interest is the fact that the 
patient had been painting with enamel prior to 
personality change in September. The patient has 
been followed in the out-patient department, and 
there has been no recurrence of abnormal porphyrin 
excretion. Only once, prior to the menses, was 
there an alteration in neurological status, consisting 
of a mild dysarthria. 

Comment: The reversal of abnormal porphyrin 
excretion just prior to initiation of treatment throws 
doubt on the role of BAL in her recovery and dem- 
onstrates the necessity of prompt and perhaps re- 
peated urinary evaluation for abnormal porphyrins 
should the diagnosis be entertained. Clinical recov- 
ery did not precede BAL administration and was 
especially prompt following therapy in contrast to 
previous hospitalizations for similar disturbances 
when recovery was long and tedious. 


Case IV (J.F.H.): 

Patient J. F. H., age 30, entered University Hos- 
pitals 4-20-54. At home narcotics and barbiturates 
had been given to control pain present from head 
to foot. Semicomatose and disoriented, she thought 
she was in New Mexico and had just given birth to 
twins. Blood pressure, 140/100; pulse 92. Acetone 
breath. Eyes showed roving movements and lat- 
eral nystagmus. Pupils dilated, equal, react to 
light and accommodation. Funduscopy negative. 
Neck supple. Abdomen distended; fecal impactions 
palpable. A Foley catheter was in place, and para- 
plegia in extension was present with Babinski signs, 
bilateral ankle clonus and flexor withdrawal. 

Past medical history indicated frequent emesis 
when emotionally upset as a child. In 1945 hemor- 
rhoidectomy was performed with spinal anesthesia, 
following which she complained of stiff neck, back 
and leg pains and severe headache. Subsequently 
she had 2 pregnancies, during which symptoms im- 
proved but pain recurred after birth of each child. 
She was nervous, easily upset, and her hands were 
often tremulous. Because of weakness of the lower 
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extremities, positive pyramidal tract signs and sen- 
sory disturbance over the L-5 segment, laminectomy 
was performed elsewhere in 1950 from L-2 to D-9. 
A red plastic exudate had been seen encompassing 
the cord, restricting it and the cauda equina. Fol- 
lowing surgery the patient was paraplegic with 
paralysis of bladder and rectum. Surgical re-ex- 
ploration the same year revealed myelomalacia. 
Because of dark brown, odoriferous urine and 
mental status similar to previous cases of acute 
porphyria, urinary studies were obtained and re- 
ported 5+ coproporphyrin, 5+ uroporphyrin, and 
porphobilinogen strongly positive. BAL therapy, 
0.4 cc. t.i.d., was begun on 4-23-54. The next day 
uroporphyrin and porphobilinogen negative. 
4-26-54 uroporphyrin and porphobilinogen were neg- 
ative and remained so. Coproporphyrin remained 
positive, but the titer progressively diminished. 
After initiation of BAL therapy her mental status 
quickly improved, and by 4-28-54 she was mentally 
clear. BAL was discontinued 4-28-54. Complaint 
of chest pain was controlled with 1 cc. daily doses 
of Cobroxin. The sensory level was noted at D-11 
on the right and L-1 on the left. On 5-4-54 the 
patient again became disoriented and had recur- 
rent grand mal seizures. Paraldehyde and sodium 
dilantin were administered without improvement, 
and seizures continued. On 5-7-54, despite the 
fact that uroporphyrin and porphobilinogen tests 
were negative, BAL therapy was resumed. Seizures 
promptly ceased and mental status became normal. 


The patient was discharged on 5-21-54 and read- 
mitted for several days 6-14-54 because of paralde- 
hyde habituation. Thereafter her family doctor 
continued twice weekly injections of 1 cc. BAL in 
addition to B,, injections. One exacerbation of se- 
vere pain with emesis followed use of zinc oxide 
ointment as “lubricant” in manual removal of fecal 
impactions by the husband. BAL dosage was in- 
creased temporarily and symptoms disappeared. 
Some improvement in voluntary movements in the 
lower extremities and standing with assistance for 
the first time in 3 years took place. She continues 
BAL injections, 1-2 cc. per week and occasional 
Cobroxin injections. 
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Psychiatric Horizons and Internal Medicine 


CHRISTOPHER J. MCLOUGHLIN, M.D. 
Atlanta, Georgia 


In the vast fields of psychiatry and inter- 
nal medicine, the problem of psychoneuro- 
sis is almost too great for psychiatrist or in- 
ternist alone to handle. Cooperation between 
the two is essential if anything is to be ac- 
complished. Therefore, I wish to discuss an 
internist’s view of psychiatric medicine. 

Each of these fields of medicine looks upon 
the patient from a different viewpoint. Each 
patient is presented as a painting or portrait, 
to be analyzed and studied over every square 
inch of canvas. Like a connoisseur of art, a 
clinician cannot absorb the entire detail of 
the subject ina short time. The internist all 
too frequently seizes upon the most promi- 
nent subject presented. Too often, the mood 
and background are ignored. The psychia- 
trist, on the other hand, may be so engrossed 
with interpretation of background that per- 
spective of the subject is lost. Imagine, if 
you can, a moving picture in which the en- 
tire story is told with close-ups of the sub- 
ject. Heads and faces loom large on the 
screen, blotting out vistas of clouds, moun- 
tains, fields, and trees. Such is the view- 
point of many internists. On the other hand, 
consider a picture in which nothing is pre- 
sented in the foreground. The principal ac- 
tors and all action takes place far in the 
background with unessential characters sur- 
rounding the principals and all dwarfed by 
the immensity of the background. Psychia- 
try may be at times too engrossed in back- 
ground and the subject lost in the shuffle. 

The wide open space separating the field 
of psychiatry from internal medicine has 
narrowed considerably. Both World War I 
and World War II contributed a great deal 
to psychiatry. Ignorance on the part of the 
internist has probably been a major reason 
for lack of confidence in psychiatry. Pos- 
sibly some fault lies with both sides. Many 
internists have not tried to understand the 
psychiatric approach to the patient. The in- 
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ternist has been trained to look for what he 
can touch, hear, see, and discover with his 
five senses. Other real factors have been 
overlooked—the feelings, craving, personal 
relationships and social attitudes. These 
cannot be comprehended by the senses, but 
only by understanding. The internist has 
many times attributed pain, weakness, worry 
about ulcers, fears of cancer and tumors, to 
imagination—rather than to the real source 
of distress, the hostilities, anxieties, guilts, 
resentments, ambitions, etc. The internist 
has felt that arteriosclerosis, renal disease, 
and multiple sclerosis, for example, may be 
the cause of restlessness, loss of concentra- 
tion and irritability. He has neglected to 
look for worries, fears and frustrations. The 
internist thinks in terms of complex fields of 
physiology, physics, biology and chemistry. 

Psychiatrists, on the other hand, have not 
made the approach to psychiatry easier for 
the internist. Few psychiatrists have done 
anything to establish, as you would say, 
“rapport,” between themselves and their fel- 
low physicians. Some have felt they should 
not be too aggressive in discussing their 
chosen field. Internists, at times, are dis- 
appointed in the results of psychiatric ther- 
apy, and feel they can handle the patient as 
well without any training in psychiatry. 
The fact that so many charlatans and cult- 
ists have long been tied in with the emo- 
tional side of medicine and religion has given 
psychiatry a rather questionable aspect in 
the minds of some. 

Many internists feel that the question of 
sex has been overly emphasized and poorly 
presented. It is very hard for the average 
internist to find a sex connection with such 
things as early bathroom training. They 
wonder, too, about the stress placed upon 
heredity, constitutional factors, and beha- 
vior reactions. It is difficult to blame all the 
major things that happen in a man’s life 
upon the loss of his sled at the age of six. 
We wonder, too, about the theories which 
state that something troubling the mother 
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can be transmitted to the baby through the 
maternal milk. Can the mother’s tensions 
be transmitted to the infant, thus producing 
anxiety and fretfulness in the baby? Do 
such things as psychotoxins exist? 

History: Mental disorders, including psy- 
choneuroses, are by no means new. The 
trephine hole has been found often in the 
skulls of prehistoric men. It has been de- 
duced, and probably rightly so, that these 
holes were made during life to let out the 
devils and cure mental disease. More than 
2500 years ago Socrates scolded Athenian 
physicians for not understanding that the 
body could not be cured without curing the 
mind. Plato and Paraselsus also recognized 
the role of emotional and mental factors in 
disease, but it took centuries to assemble 
these thoughts into real information which 
could be applied in a practical way. 

Despite long recognition of the complex 
structures of thought, however, our present 
knowledge, ideas, and observations in psy- 
chiatry do not reach back much farther than 
a century and a half. Most of our knowl- 
edge has been developed only within the 
past half century. 

The Cause of Disease: Disease is a dis- 
ability, a disorder, a dysfunction of the body 
or mind, or both. In internal medicine we 
find among the causes of disease: heredity, 
defective structure or development, physical- 
chemical-toxic agents, trauma, infection, ex- 
haustion, new growths or degeneration. He- 
redity is a primary factor in the development 
of physical structure, intelligence, energy, 
temperament and personality. There may be 
great variation, however, in different indi- 
viduals within the same family. Defective 
structure or development may produce not 
only organic but definite psychic changes in 
an individual. Physical-chemical-toxic agents 
may produce not only organic changes, but 
likewise behavior disorders. Trauma, infec- 
tion, exhaustion and tumors may so upset 
the normal mental balance of an individual 
as to mask the presence of organic disease. 
With increased span of life the degenerative 
complications of age play a more important 
part in producing behavior problems. We 
have saved a large group of individuals from 
acute infections only to see them fall prey 
to the degenerative problems which accom- 


pany the aging process. Whatever changes 
occur in the older age group, they are less 
readily reversible, more constant, and more 
deleterious in their effects than in younger 
individuals. 

In psychiatry the etiologic factors of dis- 
ease are stresses, experiences, environmental 
situations, disordered personalities, insecur- 
ities, interpersonal relationships, feelings 
and emotions. All of these can so disorgan- 
ize the mind, nervous system, and behavior 
of an individual as to produce excessive anx- 
ieties, fears, resentments, hostilities, de- 
pressions, jealousies, hates, delusions and 
hallucinations. All psychogenic or emotional 
disorders can produce symptoms character- 
istic of organic disease. Emotions making 
a heart light or heavy may account for 
symptoms referred to the heart region, but 
without organic heart disease. The differ- 
ence and intensity of reactions from person 
to person in the same environment or Cir- 
cumstance depends upon inherited charac- 
teristics and response to past experiences. 

Neither the internist nor the psychiatrist 
can accept the old time view that disease 
consists in a localized area of tissue damage, 
whether it be caused by injury, bacteria, 
mechanical or chemical processes. Claims 
of psychiatry that organic disease is the re- 
sult of psychogenic imbalance cannot by any 
means be proved; nor, on the other hand, can 
the internist maintain stoutly that all or- 
ganic disease has not had some foundation 
in an emotional imbalance. In my particular 
interest in diabetes I have never once been 
able to satisfy myself that an emotional con- 
flict had a causative effect in this disease. 
This observation has been supported by sev- 
eral others. Nevertheless, I have read of 
amazingly close approximations of stress to 
this disease. On the other hand, in arthritics 
I have noticed many times that an onset or 
flareup of the disease would follow some 
acute strain, and particularly has it been no- 
ticed in younger individuals who, for ex- 
ample, were studying hard for college or 
medical examinations. 

Diagnosis: An internist who is called to 
see a patient with a peptic ulcer knows well 
that he must seek certain recognizable signs 
and symptoms, if he is to confirm his orig- 
inal impression and make a diagnosis. Occa- 
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sionally, it may be necessary to make a diag- 
nosis by exclusion. The internist, however, 
must be taught how to make a diagnosis of 
psychoneurosis, just as you do by recogniz- 
ing definite characteristics of abnormal be- 
havior. It is difficult for an internist to take 
a routine history without becoming aware 
of certain factors in the emotional status of 
the patient. After a patient has a disease 
for some period of time his complaints are 
seldom entirely somatic or entirely psychic. 
The physicion must determine which pre- 
dominates. A patient may be ill mentally 
because of an organic lesion, a neoplasm, 
anemia, vitamin deficiency; or the symptoms 
of organic disease may be simulated because 
of psychogenic or emotional imbalance. 

We have all heard of the ‘‘psychoneurotic’”’ 
who died of a brain tumor; or on the other 
hand, of the woman who had five or six op- 
erations searching for organic disease—only 
to be freed of her symptoms when the proper 
diagnosis of psychoneurosis was made. 
Therefore, internist or psychiatrist must re- 
alize that a patient is a person who repre- 
sents the resultant of a number of factors— 
sociological, physiological, psychological, en- 
vironmental, economic, and finally biological 
factors—all playing some part in the eti- 
ology of the disorder, and all contributing 
to bring the patient to the physician. 

Treatment: It would be well for us to real- 
ize that neither the psychiatrist nor the in- 
ternist can produce miracles. Psychother- 
apy in the hands of a trained individual can 
produce astounding results in some cases, 
only fair results in others; still in some few 
cases, no results at all, An individual with 
a psychoneurosis may at times be helped 
more by the psychotherapy of an internist, 
because of the stigma so often attached in 
the minds of some to consultation with a 
psychiatrist. Undoubtedly, on the other 
hand, psychotherapy can be of immense help 
in treating a patient with organic disease, 
such as hypertension, peptic ulcer, asthma, 
arthritis, diabetes, etc. We do not imply that 
these conditions are psychogenic in origin. 
We mean only that psychotherapy, when 
properly used, is a powerful adjunct in the 
overall treatment of disease. To improve an 
abnormal mind or body, we must use not 
only internal medicine, surgery, and psychi- 
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atry, but physiotherapy, occupational ther- 
apy, or any other reasonable therapy. In 
some instances rather radical procedures 
such as lobotomy must be part of our arma- 
mentarian. 

General medical treatment must be in- 
stituted to bring the patient to the utmost 
state of physical well-being. Bad habits of 
smoking or drinking should be corrected. Ex- 
cesses, whether good or bad, should be lev- 
eled. Adequate rest and a good diet is es- 
sential, as well as medications to combat 
anemia, vitamin deficiency, infections and 
endocrine imbalances, 

Psychiatry then must work through inter- 
views, medication, psychotherapy, psycho- 
analysis, insulin and electric shock therapy, 
group therapy, etc. The improvement and 
spirit of well-being the psychiatrist is able 
to produce in an individual with organic dis- 
ease serves as a reminder of something that 
is too frequently overlooked—that is, we 
are dealing with a person living in associa- 
tion with others and not simply an organ. 
We are not dealing with two cubic centime- 
ters of ulcerated gastric mucosa; nor a few 
ounces of heart muscle with a thrombosed 
blood vessel; but we are dealing with a per- 
son, of whom that tissue forms a part. 

Prognosis: The problem of psychoneurosis 
existing as a single disease entity, or as a 
complication of an organic disease, presents 
an ever increasing challenge to the physician 
today. The internist has to a great extent 
failed to comprehend the immensity of the 
problem, although every practitioner admits 
that the problem exists. Too often the gen- 
eral practitioner or internist shrugs off the 
psychoneurotic patient with the appellation 
of “psycho,” or hypochondriac. The future 
of psychiatric medicine, therefore, lies to a 
great extent in educating the general prac- 
titioner and internist how to recognize and 
treat the psychoneuroses. All psychoneu- 
roses do not by any means require treatment 
by a psychiatrist. The family physician with 
a good basic knowledge of psychiatry can 
help immeasurably with this problem. There- 
fore, the extension of education is a pri- 
mary goal for the future. Prevention of 
psychiatric disorders, too, is a problem of 
education which will require a searching 
study and understanding of prevailing cul- 
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tural and moral patterns. Individuals musc¢ 
be taught to adapt to these changing pat- 
terns and conditions as they arise. Child 
psychiatry is at last receiving more thought 
and consideration, but much remains to be 
done in this field. The young child and the 
adolescent are passing through periods in 
which progress is promoting changes from 
year to year far faster than the world prog- 
ress in other days from century to century. 
More training is needed for these children 
in adjusting to these changes, so that ner- 
vous and emotional disorders may not de- 
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velop. Psychiatric examinations in schools 
will be of great advantage, and parents 
should be educated to recognize in the early 
stages any abnormal behaviorism. 


Summary: I have endeavored to demon- 
strate the viewpoint of an internist on psy- 
chiatry as we see it today. Both the internist 
and the psychiatrist are traveling side by 
side along a road toward a common goal. 
Neither field can claim success to the exclu- 
sion of the other. Patience and understand- 
ing are necessary on the part of both. 


A Review of the Newer Drug Therapies in Psychiatry 


VERNON KINROSS-WRIGHT, M.D. 
Houston, Texas 


Reference to the psychiatric literature of 
the past year leaves one in no doubt that 
the chemotherapy of mental diseases has 
come of age. The use of drugs in psychia- 
try is hardly new; scarcely a year having 
passed by in the last two decades without 
the introduction of some chemical designed 
to relieve mental symptoms. What then is 
so striking about our present interest in 
drugs? It is, that in the first instance in the 
space of two or three years there have been 
published in excess of two thousand articles 
on chlorpromazine and reserpine; and in the 
second, that considerable uniformity of opin- 
ion about these drugs is expressed by mem- 
bers of a specialty noted chiefly for its dis- 
agreements. 

No one of the newer drugs approaches the 
therapia magna. Some of them, however, 
do appear to represent major advances in the 
management of disturbed patients, in the 
relief of unpleasant symptoms and perhaps 
in some cases, in the actual resolution of ill- 
ness. Some of them bid to catalyse new ap- 
proaches to the understanding of cerebral 
function. 

It is not intended that this paper shall prc- 
vide an exhaustive review of the recent ad- 
vances in psychiatric chemotherapy. The 
subject is still too complex and controver- 
sial. The successful introduction of chlor- 


From the Department of Psychiatry, Baylor Uni- 
versity College of Medicine. 


promazine and reserpine has given a tremen- 
dous impetus to the chemical treatment of 
mental illness. Scarcely a week goes by 
without a new compound or a variant of an 
established one being submitted for investi- 
gation. Asa result, the situation is rapidly 
becoming so chaotic that even a specialist in 
the field grows befuddled. Methods of com- 
munication in psychiatry have always been 
poor. We do not have the background of 
experimental methodology enjoyed by other 
branches of medicine and our training has 
rarely included much pharmacology or bio- 
chemistry. We are largely dependent on the 
pharmaceutical houses for our information 
and it is to their credit that they have not 
taken advantage of us. Even they do not 
feel completely secure, for the correlation 
between the effects of drugs upon the be- 
haviour of experimental animals and that of 
our patients is not as great as we would like. 
The author will now draw largely upon his 
own experiences with them in commenting 
upon some of the new drug therapies. 
Chlorpromazine was the first of the so- 
called “‘tranquillizing” drugs to beccme pop- 
ular, though some of its chemical relatives 
now being investigated (phenergan, parsi- 
dol) had been utilized before for different 
purposes. Chlorpromazine owed its introduc- 
tion into psychiatry to the fact that it poten- 
tiated barbiturates, a phenomenon now rec- 
ognized to be inconstant in man. In the space 
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of three years it has become one of the most 
widely used drugs in medical practice. 
Broadly speaking, it is used in psychiatry in 
three ways. Firstly as a mild sedative for 
the multitude of patients with neuroses, psy- 
chosomatic disorders and situational reac- 
tions. Secondly a chemical restraint for the 
disturbed and excited psychotic. Thirdly in 
more intensive dosage it is given in an at- 
tempt to abolish psychotic symptoms. The 
literature suggests many other indications 
for chlorpromazine too, but most of these 
can be fitted into one of the three categories 
above. Some facts are clear about the drug. 
It is not a euphoriant. It does not appear 
to have the addictive qualities of the bar- 
biturates and withdrawal symptoms are un- 
known. The sedative and hypotensive ef- 
fects are only rarely absent. The margin of 
safety is extremely great. Good effects have 
been reported with doses of 15 mg. to 4500 
mg. per day. Chlorpromazine has a spec- 
trum of biological activity paralleled by few 
other drugs, and hence has many side effects. 
This activity appears to be shared by many 
phenothiazine derivatives in varying degrees 
and we may confidently expect to see rela- 
tives of chlorpromazine put to therapeutic 
use in the future. 

Reports on the therapeutic efficacy of 
chlorpromazine are sharply divergent. On 
the one side there is talk of reducing the 
schizophrenic population in the state hospi- 
tals by 25% or more; on the other, state- 
ments that good results are meager and 
transitory. The bulk of opinion, however, 
tends to suggest that chlorpromazine is an 
excellent inhibitor of overactivity and men- 
tal confusion. Excellent because it is effec- 
tive, does not impair consciousness, increases 
appetite, and is simple to administer. 

There is no doubt that it is effective in al- 
laying anxiety and reducing tension in the 
neuroses. European findings in regard to 
the obsessive-compulsive states have not 
been found gererally true in this country, 
however. Behavioural disturbances in chil- 
dren have responded well, often dramatically. 
It is worth mentioning that children tol- 
erate chlorpromazine very well. While most 
workers view the drug as a symptomatic 
treatment or as an aid to psychotherapy and 
other measures, a number of workers includ- 
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ing the author, believe that intensive treat- 
ment with large doses actually modifies or 
interrupts the course of some types of schiz- 
ophrenia. Following the period of intensive 
dosage an indefinite period of maintenance 
on a smaller dose is commonly necessary. It 
seems that in these cases the individual’s ca- 
pacity to react psychotically is inhibited 
even though his inability to deal with his 
life situation may persist. Indeed in experi- 
ments with monkeys designed to produce 
chlorpromazine parkinsonism, the author 
has found that immature animals show very 
little response to the drug aside from seda- 
tion and lessened drive. 

There is not time to discuss the various 
lines of research about the action of chlor- 
promazine upon the central nervous system. 
Alteration of function of the reticular sys- 
tem and hypothalamus has been demon- 
strated in animals, and in one human fatal- 
ity pathological changes were present in 
these areas. 

The complications of chlorpromazine ther- 
apy have been exhaustively dealt with in the 
literature. At this same meeting last year, 
the author presented his ideas upon this sub- 
ject. It is important to distinguish between 
complications such as jaundice, dermatitis 
and agranulocytosis, and concomitants of 
the actual therapeutic action of the drug 
such as hypotension, lethargy, hormonal 
changes and parkinsonism. The incidence of 
jaundice varies from .1 to 3% in different 
parts of the country. It is possible that the 
higher figure contains cases of jaundice un- 
related to the drug. Jaundice and agranu- 
locytosis are presumably the same sorts of 
idiosyncratic response seen with other drugs 
such as thiouracil and methyltestosterone. 
They are not related to dosage—in fact, seem 
to occur more frequently with minimal dos- 
age. The only positive sign of overdosage 
with chlorpromazine known to the author 
is a toxic-confusional state. 

A clear understanding of the side-effects 
of the newer drugs is very essential to the 
practising physicion. These drugs bring 
about drastic changes in the function of both 
central and peripheral nervous system in ad- 
dition to the idiosyncratic responses. For 
this reason they require careful prescription. 
It is scarcely justifiable to relieve a mild ten- 
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sion state or stomach upset at the expense 
of several months of jaundice. 

In summary, chlorpromazine is a drug 
with a wide range of safety but with wide- 
spread effects upon the organism. It is often 
effective in relieving anxiety. It is the most 
useful inhibitor of psychomotor excitement 
yet discovered. In larger doses it may block 
the manifestations of schizophrenia. Depres- 
sive illnesses are not usually helped by the 
drug though the author has secured good 
results in these cases with energetic admin- 
istration. In some instances, chlorpromazine 
may precipitate depression. Indiscriminate 
usage of chlorpromazine may be attended by 
unjustified morbidity. 

Reserpine was introduced in this country 
shortly after chlorpromazine. It is a drug 
of ancient lineage being an alkaloid isolated 
from the Rauwolfia root used as a sedative 
in the East for centuries. Despite the fact 
that it bears no discernible chemical rela- 
tionship to chlorpromazine its effects on ab- 
normal behaviour are generally similar. It, 
too, is a sedative and an inhibitor of psycho- 
motor excitement without significant effect 
upon the brain cortex. While differences in 
the effect of the two drugs upon the reticu- 
lar system has been demonstrated, both pro- 
duce parkinsonism. Reserpine occasionally 
causes convulsions which is in keeping with 
animal experiments. Chlorpromazine lowers 
convulsive threshold in some individuals 
while raising it in others. In animals the 
latter drug is an anti-convulsant. 

Reserpine, in the author’s experience, has 
a rather unpredictable onset of action. Oral 
medication frequently does not produce ef- 
fects in the patients until several days have 
elapsed. This is sometimes true with intra- 
muscular injection. Sedation with reserpine 
is not so marked as a rule as with chlor- 
promazine, though ambulatory patients on 
roughly equivalent doses of the two drugs 
often complain more about the lassitude as- 
sociated with reserpine. The hypotensive 
response to reserpine is milder and more 
prolonged. Patients rarely complain of diz- 
ziness. Reserpine has not been implicated 
in the production of jaundice, and idiosyn- 
cratic responses (dermatities, edema) are 
less frequent. In large doses parkinsonism 
is a very frequent occurrence with reserpine 


(about 50% in the author’s cases). Both 
drugs have a tendency to increase or pro- 
duce depressions sporadically especially in 
neurotic and hypertensive patients. With 
reserpine, however, the depression may be 
severe necessitating hospitalization and elec- 
troshock. The author has seen three such 
cases. 

There is as yet a paucity of reports exam- 
ining the relative merits of the two drugs. 
It is the author’s impression that the ma- 
jority of psychiatrists active in the field fa- 
vor chlorpromazine over reserpine for psy- 
chotic patients. The author now rarely uses 
reserpine in this type of patient because of 
unpredictability of onset of effect, liability 
to depression or increased tension, and rela- 
tive lack of effect upon basic psychotic be- 
havioural patterns. In the neuroses and in 
children’s behavioural disorders there is ap- 
parently little difference between the two 
agents, though the author again favors 
chlorpromazine for its more positive action. 

Combinations of the drugs have been tried. 
Better results in psychotic patients with 
fewer doses of either drug and fewer side 
effects have been noted. The author has 
secured good results in a number of manic 
and schizophrenic patients resistant to ei- 
ther drug given singly. However, side effects 
were increased. The value of a combination 
of two novel and inadequately evaluated 
compounds must be largely speculative at 
this time. 

From among a large number of compounds 
studied for analeptic properties two have 
been selected for clinical use because of the 
low toxicity. Meratran and Ritalin have 
essentially similar action and comparable to 
that of amphetamine. Chemically they are 
both piperidine derivatives. Both are cen- 
tral stimulants with a less vigorous action 
than that of the amphetamines. Neither is 
said to be accompanied by overactivity of 
the sympathetic nervous system. In the au- 
thor’s series of patients this has been gen- 
erally true though occasional patients have 
developed autonomic symptoms. Neither 
drug causes anorexia. They share an anti- 
depressant action though in the author’s 
experience this has only been consistent and 
substantial with depression resulting from 
reserpine or chlorpromazine. Results in re- 
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active and endogenous depressions have been 
faizx but not superior to those obtainable with 
amphetamine. Both have a tendency to in- 
creaSe anxiety where it is already present, 
sometimes to an alarming degree. This is 
probably an unavoidable property of any 
stimulant drug. However, in a few instances 
the drugs have had a paradoxical calming 
effect in anxious patients. Meratran is re- 
ported as being effective in the treatment of 
certain tics. Given intravenously by the au- 
thor it has induced a conspicuous though 
temporary reduction of drug-induced par- 
kinsonian symptoms. 

It may be concluded that both Meratran 
and Ritalin possess the desirable effects of 
amphetamine with fewer side effects. In ad- 
dition, Meratran may have a more specific 
effect upon certain conditions associated 
with muscular hypertonus. 

Frenquel, the next drug to be discussed, 
is remarkable in that its empirical formula 
is the same as Meratran. It differs in that 
the piperidyl ring is substituted at the 4 po- 
sition instead of the 2. In experimental ani- 
mals it tends to antagonize the action of 
Meratran, i.e., it is a tranquillizing drug. In 
normal human subjects in substantial doses 
the drug is without discernible pharmaco- 
logical effect. Fabing, however, has demon- 
strated that it readily inhibits the develop- 
ment of psychotic response to Lysergic acid 
diethylamide or reverses the response once 
it has occurred. On the basis of these ex- 
periments Frenquel has been used in the 
treatment of a wide variety of psychiatric 
conditions. There has been a wide diver- 
gence of opinion among investigators about 
its usefulness. Some have claimed excellent 
results with deliria and acute schizophrenia; 
others using small doses over longer pe- 
riods have secured results in more chronic 
psychoses. The author has obtained poor re- 
sults with all schizophrenics though admit- 
tedly has not given the drug over long pe- 
riods. He has obtained results comparable 
to those achieved with chlorpromazine in 
some cases of toxic-confusional psychoses. 
The compound appears to be without side 
effects. Judgment must be withheld at this 
time. 
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The last drug to be reviewed is Meproba- 
mate, otherwise known as Miltown or Equa- 
nii. Meprobamate is chemically related to 
Myanesin and has generally similar proper- 
ties. It has, however, a longer duration of 
action, is less toxic and produces greater 
muscular relaxation and has some anti-con- 
vulsant action. While it has been described 
as a “tranquillizer” it has quite different ef- 
fects from reserpine and chlorpromazine, and 
is without significant effect on the autonomic 
nervous system. In two published studies 
good results were noted in a variety of pa- 
tients—mostly in the neurotic category. The 
author in a double-blind controlled study 
with 30 mixed neurotic patients has been 
unable to detect any significant improvement 
attributable to Meprobamate. It must be 
said, however, that several patients with 
symptoms of occipital tension and low back 
pain have responded to the drug very satis- 
factorily. A number of severely agitated 
psychotic depressions responded to Mepro- 
bamate in large doses by a lessening of agi- 
tation though the depressive affect was un- 
altered. Side effects include mild dermatitis 
and excessive sleepiness. 

It would be premature to draw conclu- 
sions, but the author’s present opinion is 
that Meprobamate has the same order of ef- 
fect on psychiatric patients that barbiturates 
do with the addition of a more specific mus- 
cle relaxation. It should be useful in condi- 
tions associated with much muscular tension. 

The science of predictably influencing hu- 
man behaviour by the use of drugs influenc- 
ing the central nervous system is making 
great strides. Experimentally we can pro- 
duce and abolish psychoses at will. The sub- 
stances discussed above are but the early 
forerunners of a whole host of compounds. 
The need for effective screening techniques, 
standardization of terminology and im- 
proved communication among psychiatrists 
is urgent. 

We must not expect too much of these 
drugs for human behaviour is more than a 
b:ochemical process. Let us not, however, 
underestimate either their power to do good 
—and harm if given without due care. 
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Concept of Assurance of Illness Reversibility 


(With Hypnotherapy Case Illustrations) 


JEROME M. SCHNECK, M.D. 
New York, New York 


In a Setting of several approaches to psy- 
chotherapy, some involving the use of hyp- 
nosis and others completely non-hypnotic, 
the writer has gained the impression that 
certain patients are specifically seeking as- 
surance of the reversibility of their illnesses, 
and having so assured themselves they have 
reached, for a time at least, the termination 
point of treatment contact. With some pa- 
tients, this goal in treatment is not very clear 
and can only be suspected. In the case of 
others, the process is more or less apparent. 
It warrants further study and clarification. 
Certain hypnotherapy studies seem to eluci- 
date this issue fairly clearly and for this 
reason brief data are presented now. 


Case Histories 

Patient 1. This patient was a bachelor in his mid- 
dle forties. He wanted relief from chronic, trouble- 
some gastrointestinal distress which required care 
and attention to eating habits in order to allay 
physical discomfort. He was shy and _ inhibited, 
with markedly restricted social contacts. His feel- 
ing of inadequacy prompted fault-finding attitudes 
toward domestic social structure by which he im- 
plied he was victimized. He had been in analysis 
elsewhere for a long time and complained about its 
ineffectiveness but was capable of an occasional yet 
begrudging admission of some return when his ex- 
perience was discussed more fully. He wanted no 
further analytic approach, however, and set his 
sights on simple and direct symptom removal. Even 
limited probing and certainly a more inclusive in- 
vestigation were not for him. Despite these asser- 
tions he engaged in repeated self-initiated but ob- 
sessive accounts of his previous experiences, prob- 
lems and critical judgments. He had been through 
a number of apparently thorough medical investi- 
gations which were neither reassuring nor produc- 
tive, and medications had been essentially ineffec- 
tive in satisfying him and relieving his discomfort. 
A basically time-limited symptom-reducing hypno- 
therapeutic approach was what he wished. His 
goal was verbalized quite forcefully in a pseudo- 
aggressive and loud manner which belied his feel- 
ings of weakness and dependency. 

Despite his expressed wishes, the patient was 
able to accept the non-hypnotic contacts prior to 
hypnotic induction and spoke plentifully, although 
complainingly. He was satisfactorily cooperative 


with hypnotic induction technique. Following ini- 
tial work with hypnotherapeutic approach he was 
not hesitant to reveal any lack of improvement. 
Then a point was reached when specific inquiry had 
to be made of him about degree of progress if any. 
Only after such inquiry was there hesitant but posi- 
tive declaration of some symptom relief. Shortly 
thereafter, the patient terminated treatment alleg- 
ing that he wished to seek help through routine 
medical channels, although as mentioned above, 
several extensive medical studies and treatment at- 
tempts had been of no assistance. 

Patient 2. A divorced woman in her fifties was 
employed in a beauty salon. She claimed that she 
functioned efficiently at her work except that she 
was slow. As a result, she would be suitable for 
shops that were not busy, but was concerned about 
working in busy salons or in others during certain 
busy hours of the day. She feared being discharged. 
She would try hard but ineffectively to increase her 
speed. Although she possessed other financial re- 
sources, her ability to work was important for her 
psychologically. An example of the time-problem 
was that operations which she might be able to do 
in forty minutes, should be accomplished in no more 
than thirty minutes. Other workers would do the 
same work in twenty to twenty-five minutes and 
with many customers on hand the total effect over 
a period of hours was significant. It just seemed 
impossible for her to cut down on her time. Aside 
from this specific concern for which the patient 
requested hypnotherapy, she described difficulties 
she had had with a paranoid schizophrenic husband 
and current difficulties with her daughter. She made 
arrangements for treatment which appeared satis- 
factory in all respects including financial. 

There was nothing unusual in the patient’s reac- 
tions to hypnotic procedure. A therapeutic tech- 
nique was employed calling for the patient to en- 
gage during hypnosis in visual imagery of the scene 
visualization type in which she would view herself 
engaged in the very work which she was concerned 
about. While so engaged she would find herself 
operating quite efficiently. She would allow for 
passage of time and would experience its hypnotic 
modification in a way that would result in her ac- 
complishing her tasks more rapidly than usual. 

Shortly after the onset of treatment and long 
before any beginning results would ordinarily have 
been anticipated the patient was discussing again 
some personal issues without reference to her work 
problem. Simply as routine, the question was put 
to her about it and only then did she reveal that 
she had been able, following the hypnosis work, to 
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cut down her work time from forty minutes to 
twenty-five. Soon afterwards, in rather matter of 
fact fashion and with no complaint, she claimed 
she found it necessary to discontinue treatment for 
financial reasons, quite in contradiction to her orig- 
inally expressed ability to undertake treatment just 
a short while earlier. 

Patient 3. After the previous patients and others 
who appeared to reflect similar reactions had been 
seen, another patient was studied. She supplied 
what seemed to be corroboration of impressions 
which had already been gathered. 

This patient sought hypnotherapy for relief of 
hot flushes which were part of a menopausal period. 
She was not sufficiently satisfied with previous med- 
ical and psychiatric contacts. She felt that people 
noticed the reddening of her face which increased 
her shyness, insecurity, and self consciousness. She 
lacked confidence in herself. Her work was selected 
on the basis of hours which would bring her into 
minimum contact with other people. She believed, 
correctly, that she looked distraught. She was not 
free in her contacts with people. When she flushed 
she felt anxious, the sensations were uncomfortable 
and she felt that others could see what she was ex- 
periencing. Although quite sensitive in her rela- 
tions with people, she evidently worked efficiently. 

The hypnotherapeutic approach consisted essen- 
tially of two parts. One related to symptom relief. 
The other encouraged improvement in broader as- 
pects of personality functioning. The latter incor- 
porated a modified analytic type therapy and the 
patient was able to achieve meaningful insights and 
to integrate significantly a variety of past and pres- 
ent experiences. The symptom approach responded 
to induction of altered sensory experience stressing 
ability to eliminate sensation from conscious aware- 
ness and to experience sensation without concurrent 
discomfort or disturbance. Allowance was made 
not only for the possibility of decreasing symptoms, 
but also for permitting appearance of what might 
fall into the range of normal physiological occur- 
rences while diminishing the intensity of adverse 
psychological response to such occurrences. 

The patient responded increasingly to treatment 
and expressed satisfaction with progress. Then she 
had the need to cancel or postpone certain sessions, 
but alleged reasons appeared suspect. Since there 
was no decisive termination at this point it was pos- 
sible to discuss with her the suspected attempt to 
withdraw prematurely from treatment. It was at 
this time that the patient spontaneously and unex- 
pectedly confirmed what the therapist had surmised 
to be true for other cases. She claimed that she 
believed she had proved to herself that she was 
able to improve and to get well and that her symp- 
toms need not continue unabated. Having demon- 
strated this to her own satisfaction she said she was 
tempted to discontinue. 


Discussion 
The first question that arises about the 
reactions described, is whether they fall un- 
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der the more general problem of secondary 
gain from symptoms and the influence of 
such gain on improvement or failure, as well 
as on Other aspects of the therapeutic con- 
tact. It seems that the larger issue of sec- 
ondary gain is involved, although this par- 
ticular type of behavior may well qualify as 
a reaction distinct in itself and relatively cir- 
cumscribed with some special characteris- 
tics. For example, this assurance of illness 
reversibility seems to be a goal in itself. 
Once achieved, a break in treatment is likely 
to occur. This termination may take place 
almost immediately after the start of treat- 
ment, or it may be delayed for an indefinite 
period. There must be improvement first, 
and there must be a degree of improvement, 
whether small or great, which is sufficient 
to assure the patient of reversibility. Where- 
as the specific area of desired improvement 
is clearly outlined by the patients when 
seeking help, reference to such improvement 
is usually not verbalized spontaneously by 
the patient when he has arrived at the cru- 
cial point of anticipated termination. It is 
clarified through deliberate or chance ques- 
tioning by the therapist. If there is no im- 
provement, a patient often complains about 
lack of results. There are usually no such 
claims or complaints at the termination 
point in the type of patients showing the re- 
action emphasized now. Reasons offered for 
termination are often inconsistent with in- 
formation previously offered by these pa- 
tients. Thus, shortly after making appar- 
ently suitable financial arrangements, fi- 
nances may be used as the reason for dis- 
continuing, The desire for another type of 
therapy may be volunteered as the reason, 
whereas the patient had previously claimed 
failure with the very type of study or treat- 
ment he now alleges he wishes to seek. Ter- 
mination is usually decisive. When stated 


during an interview, the reasons may be such 
that the therapist deems it unfair to question 


them or unethical to persuade. Otherwise 
termination may be by telephone with de- 
liberate avoidance of discussion. Thus, it 
was the opportunity to discuss the problem 
which resulted in spontaneous confirmation 
of these impressions by the third patient de- 
scribed here. 

The writer is of the opinion that this type 
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of reaction is widespread in most areas of 
medical practice and that it has been ob- 
served frequently. The opportunity to clar- 
ify it and offer a more precise description 
seemed to be aided by the sharp delineation 
of time factors supplied by response to hyp- 
notherapy in these cases. 


Summary 


Some patients appear to harbor the ma- 
jor goal in treatment of assuring themselves 
only about the reversibility of their illnesses. 
This specific goal may be viewed as part of 
the larger problem of retention of symptoms 
for secondary gain. With the goal achieved, 
treatment is terminated. This may occur 
soon after it was started or it may be de- 
layed, but some degree of improvement must 
take place first. Areas for improvement are 
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clearly outlined by the patients but improve- 
ment at the point of termination is usually 
not verbalized spontaneously. Reasons given 
for discontinuing treatment are inconsistent 
with information volunteered previously. 
The need for this assurance of reversibility 
of illness and its role as a goal in itself, fol- 
lowed by termination of treatment, is prob- 
ably widespread in most areas of medical 
practice. Its existence as a relatively cir- 
cumscribed phenomenon requires further de- 
scription and elucidation. Current presen- 
tation is made possible as a result of rather 
precise illustration in the hypnotherapy 
cases described above. 


REFERENCE 
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The Effect of Lysergic Acid Diethylamide 
on Betta Splendens: I. 


WM. J. TURNER, M.D. 
Central Islip, New York 


In 1954 Abramson and Evans' reported 
that immersion of juvenile Betta splendens 
(Siamese fighting fish) for six hours in 100 
cc. of water containing as little as 0.5 micro- 
grams per cc. of LSD-25 resulted in a char- 
acteristic alteration of motility. Later they 
found that the monoethylamide of lysergic 
ac.d (LAE-32) had qualitatively the same 
effect.” 

The remarkable properties of LSD-25 in 
the human being have so far been difficult to 
relate to phenomena in non-human species. 
Specific effects have been reported only in 
certain spiders by Witt* and in waltzing 
mice.' Our own fruitless search for specific 
effects covers observations made between 
1952 and 1954 on bacteria, amoebae, para- 
moeciae, annelids, molluscs (both of fresh 
and salt water), crustaceans, a few insects 
and tadpole larvae. It can only be said that 
LSD-25 exerted no evident action on any of 
these organisms except at such high concen- 
trations (over 10 micrograms per cc.) that 
the unique action of LSD-25 would be ques- 
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tionable. A single exception is the snail, 
Ambularia cuprina (Abramson and Jarvik’). 

An understanding of the sites and mech- 
anisms of action of LSD-25 is of the greatest 
importance for the light which might 
thereby be thrown on the schizophrenic psy- 
choses. The very slight action of LSD-25 on 
the hundreds of species which have been sub- 
jected to it indicates a highly specific action; 
its effects on spiders, waltzing mice, Betta 
splendens and on man conceivably have noth- 
ing in common. Indeed, it might also be 
that none of these effects has anything to do 
with schizophrenia. We are nevertheless jus- 
tified in searching to determine whether, by 
assuming relevance, we may learn something 
of value. 


Materials and Methods: 


We examined the effects of some €0 phar- 
macologic agents on 22 species of fish, using 
the effect of LSD-25? on juvenile Betta 
splendens as an investigative hub. The drugs 
were dissolved in water in concentration 
starting at twice the maximum adult human 
dose per 100 cc. and descending to concen- 
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trations which exhibited no effect on fish 
after six hours’ exposure. 

This report will deal only with observa- 
tions made on fish treated in the manner de- 
scribed by Abramson and Evans. Usually 
the smaller fish were immersed in 100 cc. 
of solution, larger fish in a suitable volume 
(e.g., 500 cc.) as recommended by profes- 
sional fish culturists, Water was artesian 
well or clear fresh pond water which was 
drawn at least 24 hours previously, so that 
there was no shock to fish on immersion. 

Generally, in addition to untreated con- 
trols, no more than two drugs were studied 
concomitantly. Three or four fish were used 
in each test immersion. When a drug was 
found which might have an LSD-25 effect or 
which might be a blocking agent for LSD-25 
it would be studied in a variety of ways: 
e.g., (1) simultaneous action of the drug and 
LSD-25, (2) preliminary intoxication with 
one drug followed by immersion in a solution 
combining both drugs. 

Juvenile specimens of the following spe- 
cies were studied: Betta splendens, Aequi- 
dens latifrons, Aequidens portalegrensis, 
Molleinisia latipinna, Brachydanio reria, Xi- 
phophorous helleri, Trichogaster sumatrans, 
Trichogaster leeri, Platypoecilus maculatus, 
Tanichthys albomibes, Macropodus viridi au- 
ratus, Lebistes reticulatus, Pterophyllum 
scalare, Barbus titteya, Haplochromis multi- 
color, Pristella riddlei, Carassius auratus, 
Hemigrammus ocellifer, Corydoras leopar- 
dus, Cichlasoma meeki, Corydoras aeneas 
and Barbus sumatranus. Of many species 
adult specimens were also tested. 

The Betta splendens tested varied in length 
from 8 to 20 mm. from nose to base of tail 
fin. Our observations included not only those 
on undisturbed fish but also on rheotaxis, on 
response to approach of foreign bodies and 
on feeding behavior. 


Experimental Results: 

In solutions containing 1.0 micrograms per 
ce. of LSD-25 none of the fish showed any 
marked accentuation of normal behavior and 
no evidence of behavior not characteristic of 
the species (e.g., no “schooling” in C. leo- 
pardus, but in Pt. scalare). 

With regard to the effects of LSD-25 on 
Betta splendens we were able to confirm 
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Abramson and Evans in every detail. The 
normal Betta was relatively inert, however, 
and if left undisturbed would at times be ob- 
served to “hang at the surface,” or to cur] its 
body and remain so for some moments, or 
to swim backwards or sideways. Against a 
dark background, too, dispersion of melano- 
phores occurred. With respect to these phe- 
nomena, LSD-25 could only be said to have 
produced an exaggeration of normal beha- 
vior. The “barrel-rolling,” however, had 
not been observed by us in normal fish at 
lower levels of LSD-25 (e.g., 1 microgram 
per ce.). Above 1 microgram per cc., fish 
would often be seen to lie on their sides, their 
bodies S-shaped, for minutes on end. Phe- 
nomena rarely if ever seen in normals which 
were prominent even at low levels were the 
“Cartesian diver” effect and the reduction 
in motility which Abramson and Evans 
called the trance-like state. This latter was 
partly a function of stimulation frequency 
and intensity, A normal fish would rapidly 
orient itself in swirling water and would 
swim with such speed as to remain almost 
fixed with respect to the wall of the vessel in 
which it swam. LSD-25 fish oriented some- 
what less rapidly and were unable to main- 
tain position as well as would the normal. 
A normal fish would avoid a pencil lead 
brought to within 2 mm. of its nose, although 
it would allow gentle touching of the tail 
fins. LSD-25 fish would avoid only after ac- 
tual touching of the nose and would permit 
being pushed in a circle by pressure on tail, 
fin or body. Normal fish would rarely per- 
mit a wire loop to be passed over themselves 
from nose to tail, which would touch both 
their pectoral fins; LSD-25 fish readily per- 
mitted this. Avoidance, when it occurred, 
was by minimal action rather than the nor- 
mal rapid darting away for a considerable 
distance. Normal fish unfed for 24 hours 
would go avidly after finely granulated food. 
LSD-25 fish seemed to remain unaware of the 
presence of food for some time (often for 
minutes), and then might be responsive only 
to a few pieces settling down. Once started, 
some fish continued to feed as long as par- 
ticles were on the surface or were settling. 
Their aim for food, once they went for it, 


was good. 
It was of particular interest to examine 


| 

* 

> 
2 


1956 


whether other psychoplegic and hallucino- 
genic drugs exerted an effect like LSD-25. 
Most of the species noted above were exposed 
to mescaline sulfate in concentrations up to 
250 micrograms per cc. and to bufotenine© 
up to 100 micrograms per cc. A few were 
treated with bufotenine 500 micrograms per 
cc. during six-hour observation periods. No 
alteration of behavior was observed in any 
of the species under these conditions. Nor 
did there appear any enhancement or inhibi- 
tion of LSD-25 effect. 


With Betta splendens and occasionally 
with other species, examination of ‘a number 
of sedatives was carried out, including paral- 
dehyde, chloral hydrate, dormison,® a num- 
ber of barbiturates, morphine, cocaine, 
chlorpromazine and reserpine.“ While mod- 
erate doses exerted sedative effects on fish, 
other effects were variable (e.g., aggregation 
of chromophores by cocaine, dispersion by 
reserpine*), none of the above-mentioned 
sedatives exerted an LSD-25 effect, nor did 
they specifically enhance or block LSD-25 
action. 


Antihistamines and related compounds (py- 
ribenzamine,® benadryl,® antistine,® trime- 
ton,® bonamine® were also powerful seda- 
tives on fish, but they did not enhance or 
block the LSD-25 effect. 


A group of agents with autonomic stimu- 
lating and blocking properties had no LSD- 
295 effect and failed to block LSD-25 action. 
These included ephedrine, neosynephrine,® 
vasoxyl,® eserine, atropine, papaverine, ar- 
tane,® serotonin, adrenaline and adreno- 
chrome. 

Hyoscine alone of all drugs studied clearly 
and greatly potentiated the action of LSD-25. 
In one experiment seven rows of seven col- 
umns each of quart Mason jars were set up. 
Into each was placed 500 cc. of water which 
had stood at least 48 hours and to each ten 
gallons of which had been added one quart 
of sea water. In each jar were placed three 
juvenile Bettas, Twelve hours later all fish 
were healthy and normally active. At the 
end of 12 hours, drugs were added. The 
hyoscine concentrations in the columns were 
0.4, 0.1, 0.025, 0.00625, 0.00156, 0.0004 and 
0.0 micrograms per cc. 

At one hour the limit of definite effect with 
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the two micrograms per cc. of hyoscine was 
0.025 of LSD-25; with one microgram per cc. 
of hyoscine the limit of definite effect was 
0.1 micrograms per cc. of LSD-25; with no 
hyoscine the limit of definite effect was 0.40 
micrograms per cc. of LSD-25. 


At two hours the LSD-25 effect was evi- 
dent at 0.00156 micrograms per cc. of LSD- 
25 with four micrograms per cc. of hyoscine. 
It was evident in the two micrograms per 
cc. of hyoscine at 0.00625 micrograms per 
ce. of LSD-25. At 0.025 micrograms per cc. 
of LSD-25 the effect was already evident at 
0.5 micrograms per cc. of hyoscine. In the 
absence of hyoscine 0.1 micrograms per cc. 
of LSD-25 was effective. 


At two hours also an effect due to hyoscine 
alone occurred only at 16 and eight micro- 
grams per cc. This consisted in a tendency 
to lie on the side quietly either at the bottom 
of the jar or at the top, sometimes with 
marked curling of the body. Stimulation 
would lead the fish to become very active for 
a brief period in contrast to the minimal av- 
tivity of the fish intoxicated with LSD-25. In 
addition, the hyoscine reaction differed from 
LSD-25 in that there was no “Cartesian 
diver” effect, no backward swimming and no 
barrel-rolling. Further, undulation of the 
dorsal and tail fins was not stopped, although 
the undulatory frequency was slow. The 
combination of hyoscine and LSD-25 occa- 
sionally lead to periods of excitement and 
sometimes even to fighting in the lower hy- 
oscine combinations. 

Further observations were made at three 
and six hours, There was no marked in- 
crease in the manifestations of intoxication 
during this time. At six hours, indeed, there 
had been a recession of activity at the low- 
est level of LSD-25 concentration. The larger 
doses led to an extreme torpidity of the fish, 
which would cluster together, sometimes ly- 
ing on their sides at the surface of the wa- 
ter. On transfer to fresh water the effect 
wore off slowly during a period of 12 to 24 
hours. 

With pilocarpine 150 micrograms per cc. 
an otherwise unobserved effect occurred with 
Betta splendens. About one half hour after 
immersion, the fish would stand on their 
heads at the bottom of the jar, their bodies 
at angles of 75° to 90° to the horizontal. 
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Their pectoral fins hung limply downward 
and their backs were arched as in opistho- 
tonos. The effect was of variable duration, 
often ending in one hour, but at times( as in 
300 micrograms per cc.) persisting for 24 
hours. 

Betta splendens were first intoxicated with 
LSD-25 1.0 micrograms per cc., then pilocar- 
pine was added to make the solution 150 mi- 
crograms per cc. with respect to pilocarpine. 
Within 10 to 15 minutes the LSD-25 effect 
had been modified and over a subsequent pe- 
riod of several hours the fish exhibited nor- 
mal behavior. Now and then a fish might 
swim head down, but feeding behavior, re- 
sponse to swirling water and to the approach 
of foreign objects was normal. Fish pre- 
viously intoxicated with 3.0 micrograms per 
cc. of LSD-25 transferred to pilocarpine 150 
micrograms per cc. showed normal behavior 
within one-half hour, Bettas first subjected 
to hyoscine 4.0 micrograms per cc., then to 
hyoscine 4.0 micrograms oer cc., plus pilo- 
carpine 150 micrograms per cc., failed to 
show the pilocarpine effect. 

Lysergic acid monoethylamide (LAE-32) 
had an LSD-25 action, but this was not 
shared by ergotamine,® dihydroergotamine,® 
methergine® or hydergine,® nor did these 
drugs block the action of LSD-25. 

Of all the drugs studied, only pilocarpine 
specifically blocked LSD-25 effect. Hyoscine 
potentiated LSD-25 and blocked the effect of 
pilocarpine, but did not in itself alter beha- 
vior of the fish up to concentrations of four 
micrograms per cc. 


Discussion 


The observer who watches narcotized fish 
and compares them with LSD-25 fish, rec- 
ognizes differences in body posture, fine fin 
movements and in response to stimuli. LSD- 
25 does not disconnect, as it were, the central 
from the peripheral nervous system. Fish 
intoxicated with LSD-25 resemble in many 
ways trout under tectal stimulation as de- 
scribed by Akert.* The impression of altera- 
tion, rather than of loss, of muscular tonus 
suggests a disturbance in the vestibular in- 
nervation, a disturbance arising out of alte- 
ration of signals, as from the optic tectum. 
Evarts* and Pennes’ have presented evidence 
that LSD-25 decreases the height of the 
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synaptic volley in the visual pathways of 
cats and monkeys. Marrazzi and Hart'’ have 
shown also that LSD-25 as well as bufote- 
nine and mescaline decreases synaptic trans- 
mission in the cat. The thought, then, has 
been entertained by the writer that the ac- 
tion of LSD-25 on Betta splendens could be 
due to an action on the neurones of the vis- 
ual pathways whereby the spatial and tem- 
poral organization of impulses, which code 
information to the tectum and thence to 
other parts of the central nervous system, 
suffers deformation. If this be indeed the 
site and the mechanism of action of LSD-25 
on Betta splendens, might it not also be the 
site and mechanism of action productive of 
the psychic effects on man? 

With this question in mind, the effect of 
hyoscine on LSD-25 with fish is especially in- 
teresting. It has long been known that tro- 
panes (atropine, hyoscine and cocaine) are 
particularly potent agents for the production 
of psychosis with delusions as well as visual 
and auditory hallucinations.'''* It has also 
been known that synthetic drugs with hy- 
ose:ne-like action which have been intro- 
duced in medicine for the treatment of paral- 
ysis agitans not infrequently induce psycho- 
sis. While the majority of these psychoses 
are delirious in nature, some of them seem 
ind‘stinguishable from acute schizophrenic 
attacks." 

A review of the literature suggests that a 
synergistic action of hyoscine and other tro- 
panes is much more effective in producing 
delirium, than is the pure drug alone. This 
seems to be the case also with LSD-25 and 
hyoscine—at least as far as our experience 
with fish is concerned. We can at present 
offer no theories to account for the syner- 
gistic action of hyoscine and LSD-25, nor for 
the absence of such effect with atropine. 
Similarly, we are unable to offer an explana- 
tion for the action of pilocarpine. Text books 
assert that pilocarpine acts directly on 
smooth muscle and on cells of the salivary 
glands.'! While it is plausible that this re- 
lates to the difference between the action of 
pilcearp:ne and of physostigmine on the 
blocking of LSD-25 effect in Betta splendens, 
how pilocarpine could restore the coding of 
information, if this be its action, is beyond 
our conjecture. 
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Summary 


The action of 60 pharmacologic agents has 
been examined on 22 species of fresh water 
fish. LSD-25 has a special action on Beta 
splendens which is not found in the other 
species. This action is partly shared by 
LAE-32 but not by serotonin, bufotenine, 
mescaline or adrenochrome. It is potentiated 
by hyoscine and counteracted by pilocarpine, 
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“SS DISASTER 


In his initial studies on Frenquel (a-(4- 
piperidyl) benzhydrol HCl) Fabing' re- 
ported a blocking effect on the psychic action 
of LSD-25 in man. On the basis of this we 
thought that it would be of interest to de- 
termine whether it blocked the action of 
LSD-25 in the Siamese fighting fish (Betta 
spendens ) 

Preliminary experiments failed to reveal a 
blocking action but, certain questions having 
been raised, a more elaborate test was con- 
ducted on June 12, 1955. 


Materials and Methods: 


At 9 a.m. Betta splendens of two sizes were placed 
in LSD-25 2.2 gamma per cc. Smaller fish were 
about 8 mm. long; larger fish were 20-25 mm. long. 
Inasmuch as both sizes of fish exhibited the same 
effects no further distinction will be made between 
them. 

In another container Betta splendens were placed 
in Frenquel 500 gamma per cc. 


At 2 p.m. very intense effect was evident in the 
LSD-25 fish. The fish in Frenquel solution were ac- 
tive; melanophores were constricted. 

To permit comparison as to the rate of disappear- 
ance of the effect after removal of LSD-25, fish 
were transferred as follows: 


1A—Fish pre-medicated with LSD-25 were placed 
in fresh water. 

1B—Fish pre-medicated with LSD-25 were placed 
in Frenquel 250 gamma per cc. 


To permit comparison as to the rate and extent of 
appearance of LSD-25 effect, fish were transferred 
as follows: 


2A—Fish previously in Frenquel were placed in 
LSD-25 1 gamma per cc. 

2B—Previously unmedicated fish were placed in 
LSD-25 1 gamma per cc. 


To permit comparison of previously LSD-25- 
treated fish and previously Frenquel-treated fish in 
overcoming LSD-25 effect in the presence of both 
Frenquel and LSD-25, fish were transferred as fol- 
lows: 
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3A—Fish previously medicated with LSD-25 were 
transferred into solutions containing 1 gamma 
per ce. of LSD-25 and 250 gamma per cc. of 
Frenquel. 

3B—Fish previously medicated with Frenquel were 
transferred into solutions containing 1 gamma 
per ce. of LSD-25 and 250 gamma per cc. of 
Frenquel. 

Results 

During the first half hour the usual effect 
became evident in all fish in LSD-25, in that 
at 2:30 p.m. there was no ev:dence in any jar 
of LSD-25 blocking. At 3:30 p.m. 1B fish 
were paler than 1A. In other words, LSD-25 
effect was less intense in Frenquel than in 
the fresh water. Fish in all other jars 
showed intense LSD-25 effect. At 4:30 p.m. 
1B fish were paler than 1A were at 3:30, but 
one fish would still cling at the surface, 
curved into an almost complete circle and 
others were all quiet. That is to say, that 
although LSD-25 effect in Frenquel was less 
than in fresh water, it still was not com- 
pletely abolished in 2! hours, All other fish 
showed strong LSD-25 effect. 

These fish were observed at irregular in- 
tervals from 4:30 to 9 p.m. The LSD-25 ef- 
fect in 1B gradually decreased until the fish 
were normal in color and behavior. 


Summary 


In fresh water, fish previously treated with 
LSD-25 returned to normal less rapidly than 
in Frenquel solution. Other than this, under 
the conditions noted, Frenquel had no effect 
on LSD-25 phenomena in, nor did it exert 
any effect itself upon Betta splendens. 
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Eastern Psychiatric Research Association Proceedings 
at Meeting of February 9, 1956 


DAVID J. IMPASTATO, M.D., Presiding 


Should a patient be required to sign consent to 
have electric shock treatments ? 


Discussion: 

Mr. Isadore Siegel, Assistant Attorney General, 
State of New York, in charge of Division of Hy- 
grene:: 

Certain claims of malpractice are hazards pe- 
culiar to psychiatry. Many psychiatric patients are 
inherently litigious. Patients may confuse fact with 
fancy and fantasy often leads to charges of odd be- 
havior. 

The psychiatrist is often called upon to render an 
opinion which results in the loss of a right or privi- 
lege: i.e. a person may be deprived of his driver’s 
license, or his right to dispose of property or even 
his freedom. Explanations of psychiatric diagnoses 
to members of the family may possibly lead to 
charges of slander. The legal problem of consent 
to a procedure is more complicated in psychiatry 
than in the surgical specialties and induced convul- 
sions or shock therapy may be malpractice traps. 

Operation without consent is a trespass. It con- 
stitutes a technical assault and renders the operat- 
ing surgeon liable in damages. In Schoendorff v. 
New York Hospital (211 N.Y. 125) the court said, 


‘.. . that every human being of adult years and 
sound mind has a right to determine what shall be 
done with his own body; a surgeon who performs an 
operation without his patient’s consent commits an 
assult for which he is liable in damages.”’ 


The unique question is presented as to rights and 
obligations of the psychiatrist in rendering convul- 
s:ve shock treatments. The chief concern of society 
with the topic under consideration arises from the 
implied contract ordinarily incident to the physi- 
cian’s engagement. A physician in undertaking the 
professional care of a patient assumes certain obli- 
gations. He impliedly contracts and represents that 
he possesses, and the law makes it his duty to pos- 
sess, the ordinary degree of skill and learning com- 
monly possessed by reputable physicians in the same 
general line of practice, in the same locality, or in 
similar localities; he is bound to exercise ordinary 
care and diligence in the application of his skill and 
knowledge to accomplish the purposes for which he 
is employed; he is obligated to exercise his best 
judgment, the judgment of a physician; he must 
act toward the patient with utmost good faith; and 
it is his duty to keep abreast of progress in the pro- 
fession and to utilize accepted and recognized meth- 
ods in diagnosis and treatment. 

Unless the patient himself indicates a desire to 
the contrary, the physician must make a frank and 
full disclosure to his adult, mentally competent pa- 
tient of all of the pertinent facts of the case. One 
who holds himself out as a specialist in the treat- 


ment of certain organs, injuries or diseases is bound 
to bring to the aid of one employing him that de- 
gree of skill and knowledge which is ordinarily 
possessed by those who devote special study and 
attention to that particular organ, injury or disease, 
its diagnosis and treatment, in the same general 
locality, having regard to the state of scientific 
knowledge at the time. The certified examiner treat- 
ing a psychotic patient should have training in neu- 
ro-psychiatry as well as in shock techniques. Shock 
treatment cannot be learned from books. The psy- 
chiatrists who want to use it should spend weeks or 
better, months, in studying the treatment at a hos- 
pital where it is applied expertly. He must be thor- 
oughly familiar with symptoms displayed during the 
preshock phase requiring variations in treatment 
procedures; his nurses should have special knowl- 
edge of the treatment; and every requirement to 
fulfill the treatment to perfection should be com- 
plied with. 


Shock treatment is like an operative procedure. 
Just as the surgeon and anesthetist record their 
observations during operation, the psychiatrist and 
nurses should record their observations on the phys- 
ical and mental changes that occur during and after 
hypoglycemia. A complete clinical chart should be 
maintained. Accordingly, a psychotic patient, be- 
ing of adult years and sound mind must consent and 
grant permission for shock treatment; if the pa- 
tient is non compos mentis, consent must be ob- 
tained from one other than the patient, such as hus- 
band, wife, father, mother, or whoever stands in the 
position of guardian of the mentally ill person. 
While there do not seem to be any cases in point, it 
would appear that the only circumstances under 
which a shock treatment could be performed on 
such an individual, mentally ill, without consent, 
would be in an emergency where the treatment 
would be necessary to save life, limb or health. 

What constitutes a sound mind must be deter- 
mined by the psychiatrist. A subject who is men- 
tally ill is not necessarily unsound of mind or in- 
competent. To constitute one of unsound mind or 
incompetent, the mental disorder must cause defect 
in judgment and that defect in judgment, as a 
practical matter, causes a specific incapacity with 
reference to the matter in question. There is a dis- 
tinction between a certification of a mentally ill per- 
son to a hospital for treatment and an adjudication 
of incompetency. 

In Finch v. Goldstein, 245 N.Y. at page 303, the 
court said: 


“What is meant in these decisions by ‘Office 
Found’ or ‘Judicially declared incompetent’ . . . Un- 
til the appointment of a committee neither the State 
nor any one else has any power or control over his 
property or any authority to act in his behalf. He 
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(the patient) alone remains in possession of his 
property and can dispose of it. If as a fact he be 
incompetent at the time he acts, his transactions 
may be set aside at his election either by himself 
or by a committee subsequently appointed. His acts 
before the appointment of a committee are thus 
voidable, not void.” 


A patient who fully understands the nature and 
consequence of his deed or act; who possesses good 
insight and judgment though mentally ill in limited 
respects must be deemed a person of sound mind 
for the purpose of executing a written consent for 
electric shock treatment. 


What constitutes an emergency to warrant 
Electric Shock 

Where the psychiatrist in his best judgment be- 
lieves that the patient will die, lose a member or be 
seriously and permanently impaired in health un- 
less shock treatment is administered immediately, 
then and only then, may the treatment be per- 
formed without the consent of someone. The best 
illustration of such cases are represented by suici- 
dal or homicidal patients or a patient requiring con- 
tinued restraints to avoid inflicting self bodily harm 
or injury to others. In these cases, it would be 
better judgment to obtain confirmation of the psy- 
chiatrist’s decision that an emergency exists by cer- 
tification by two other psychiatrists of equal quali- 
fications. 

The marital status makes no exception to the 
rules. The consent of the husband or wife of a pa- 
tient is not necessary if the patient is of sound mind 
and knows the nature and effect of shock treat- 
ment. Better practice and cautious surgeons and 
psychiatrists obtain the consent of both husband 
and wife. In the case of infants the consent of the 
person in loco parentis is required. If the infant 
has reached the age of adolescent discretion, the 
consent of the infant should be obtained as well. 

If the surgeon or psychiatrist confronted by an 
emergency, is not to be permitted, after having 
fairly and carefully examined the situation, to ex- 
ercise his professional judgment in his honest en- 
deavor to save human life, then the public at large 
will suffer. If the psychiatrist is not permitted to 
honestly use his best judgment upon the necessity 
for shock treatment, without waiting to get the con- 
sent of the patient, his parents or next-of-kin, then 
is the skilled hand and mind of the psychiatrist 
stayed by an unreasonable rule, often to the detri- 
ment of the patient and humanity at large. 

Consent, in general, is a mandatory requisite be- 
fore the rendition of shock treatment. To avoid 
claims of trespass—claims of assault—monetary 
judgments for damages—the psychiatrist should ob- 
tain proper written consents from those who legally 
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may execute them before electric shock treatments 

are rendered. 

The following are recommended suggestions. 

1. Obtain written consent from the patient, if of 
sound mind, or if incompetent from the next-of- 
kin and the duly authorized guardian or commit- 
tee of the person. 

2. Be sure the document makes clear the nature 
and extent of the treatment as well as the risks 
involved. 

3. Obtain corroboration from other qualified physi- 
cians, preferably the family physician, on the ad- 
visability of the treatment. 

4. If possible, have a qualified physician witness the 
convulsive shock treatment to attest your skill 
and diligence. 


Discussion 


Dr. D. J. Impastato, New York City: There is 
general agreement that a responsible relative of a 
patient who is going to receive electroshock treat- 
ment should sign a consent, irrespective of whether 
or not the patient signs. 

In my practice, I do not ask the patient to sign 
at all. I feel that asking a patient, who is con- 
sidered psychotic by the physician, to sign consent 
for treatment, may turn out to be detrimental 
should he refuse to sign. He would be deprived 
of the benefit of the treatment. In a depressed pa- 
tient this may result in serious consequences, pos- 
sibly death by suicide. Many depressed patients 
seek help but they do not consider themselves psy- 
chotic. In such patients I feel that it is psycho- 
therapeutically correct to explain to them that they 
are not psychotic. Since these patients associate 
electroshock therapy with psychoses, it is not wise 
to inform them that they are going to receive treat- 
ment. For these and other reasons, it is my opinion 
that it is not good practice to ask a psychiatric pa- 
tient to sign his own consent. 

Thirty three practicing psychiatrists attending the 
meeting were canvassed as to whether they re- 
quired the patient, a relative or both to sign a 
form of consent. Also whether by not having the 
patient sign, any legal suits resulted. A tabulation 
of the answers is as follows: 
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*One psychiatrist from a private sanitarium—voluntary 
patients sign, others do not. Relatives do not sign. 

**One psychiatrist from a state hospital—Patients are 
legally committed for treatment and do not sign. 
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Book Reviews 


DISEASES OF THE NERVOUS SYSTEM: By Sis Rus- 
sell Brain, Bt. D.M. (Oxon) P. R. C. P. (London), 
Physician to the London Hospital and to the Maida 
Vale Hospital for Nervous Diseases. Cloth. $10.50. 
Pp. 996 with illustrations. Fifth Edition. Oxford 
University Press, 114 Fifth Avenue, New York 11, 
N. Y., 1956. 


The present fifth revision has appcared after a 
four-year interval. In this edition of July 1955, the 
volume is as consistently up-to-date as it is pos- 
sible to collate the knowledge of so fast developing 
a subject as neurology. The book retains its clas- 
s:cal style and characteristic format so well known 
since the original work first appeared more than 
twenty years ago. It contains close to 1000 pages 
of dependable information, which is authoritatively 
authored. Some of the chapter material has under- 
gone minor textual changes and entirely new mat- 
ter has been presented to include cervical spondylo- 
sis, the Coxackie viruses, inclusion body encephali- 
tis, toxoplasmosis, polymyositis, and neuropathy and 
myopathy associated with carcinomas. Among 
other timely revisions there also appear the recent 
advances in the treatment of meningitis, poliomye- 
litis, as well as a new section which includes Papez’s 
neurological basis of emotion and the neural basis 
of consciousness and unconsciousness. Many of the 
references at the end of each chapter reflect up-to- 
date bibliographical revision. 

On the constructively critical side, this reviewer 
would suggest a more comprehensive compilation 
of the index with cross indexing to make for greater 
subject-matter accessibility. A few examples of 
deletions which make for time-consuming search 
within the body of the text may be suggestively 
quoted: Psychological aspects of neurology, Kayser- 
Fleischer ring, ictus, apoplexy, strephosymbolia, 
status dysmyelinisatus and marmoratus, Stellwag 
sign, albuminocytologic dissociation synecrcme, and 
many others. 

The book contains excellent illustrations and in- 
cludes a number of well reproduced roentgenograms 
which have been appropriately chosen for the va- 
rious intracranial conditions they represent. The 
subject of neurology is masterfully covered and the 
book should be in the hands of all concerned with 
the specialty of the subject, as well as those practi- 
tioners and students of medicine in search of a com- 
prehensive treatise on the disorders of the nervous 
system and their clinical approach. 

Lewis J. Siegal, M.D., LL.B. 


EXPERIMENTAL PSYCHOLOGY. A Series of Broad- 
cast Talks. Edited by B. A. Farrell. Philosophical 
Library, New York. Pp. 66. $2.75. 

This is a short treatise, the report of a series of 
talks broadcast over BBC. The experts who gave 
the reports are A. J. Watson, Harry Kay, J. A. 
Deutsch, B. A. Farrell, Michael Argyle, and R. C. 
Oldfield. All are experimental psychologists and 


all are interested in some particular phase of the 
subject. 

These talks were given in an effort to clarify for 
the public the contributions of the experimental 
psychologists because, as the editor notes, their 
work has been surrounded by various misconcep- 
tions, dogged by poor public relations, and its im- 
portance apt to be missed “between the more strik- 
ing work of the psychiatrists and psychoanalysts on 
one hand and the physiologists and neurologists on 
the other.” 

There are six chapters encompassing: 1. Percep- 
tion; 2. Adult Learning and Remembering; 3. Moti- 
vation; 4. Some Hypotheses of Psychoanalysis; 5. 
The Study of Social Behavior; and the last, The 
Prospects of Experimental Psychology, which as- 
says the possibilities of this discipline in the future. 

The report is interesting; it clarifies for the lay- 
man some of the problems which interest the experi- 
mentalist; and it accentuates his importance in the 
scheme of things. 

Francis J. Braceland, M.D. 


THE NEUROSES IN CLINICAL PRACTICE. By 
Henry P. Laughlin, M.D., Assistant Clinical Pro- 
fessor of Psychiatry, George Washington Univer- 
sity School of Medicine; Head, Psychiatry, Walter 
Reed Army Medical Center. Cloth. $12.50. Pp. 
802, with 216 iilustrative case summaries. W. B. 
Saunders Company, Philadelphia, 1956. 


The author is to be highly commended for his 
presentation of a comprehensive textbook and a 
reference source for those seeking knowledge in this 
field. In fourteen chapters he presents a wealth 
of material answering a long felt need for a book 
of this scope and practicality on the neuroses. He 
has used the term neuroses to include psychoneu- 
roses, character neuroses, depressions, traumatic 
neuroses and fatigue reactions thereby widening 
the area of discussion. 

The contents are well organized and vcry cur- 
rent. Ataractic drug therapy, for instance is in- 
cluded and given a proper place in the over-all 
therapeutic perspective. He writes very lucidly 
and his basic English proves to be easily read. He 
has discussed emotional disorders which are fre- 
quently encountered in clinical practice and given 
them emphasis in accordance with this. His pres- 
entation is a dynamically oriented one with stress 
laid on the psychodynamics and pathogenesis of 
neurotic reactions. Included with the descriptions 
of these reactions are over two hundred case sum- 
maries to illustrate different concepts as well as 
the disorders themselves. There are also over thirty 
tables provided which well summarize and graphi- 
cally illustrate points made throughout the text. 

The opening chapter on anxiety prov:des an in- 
troduction, stressing the relativity of emotional 
health, as well as a discussion on the nature, origin 
and function of anxiety. The succeeding chapter 
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on anxiety reactions is concerned with acute and 
chronic anxiety reactions and anxiety neurosis. The 
pattern in this chapter of presenting the historical 
background, diagnosis, symptoms, psychodynamics 
and treatment is followed throughout the text as 
he discusses each reaction pattern. The therapeu- 
tic approach is a very practical one without stress 
on the cliches which are so frequently seen else- 
where. The importance of diagnosis on a positive 
basis rather than by exclusion of organic illness is 
emphasized. 

Chapter three on the mental mechanisms is the 
longest in the book. It is well written and clearly 
relates these concepts to the neuroses through many 
case illustrations. The clarity of the presentation 
of this aspect of basic psychiatry is one of the high 
points in the author’s presentation. The next two 
chapters are concerned with phobic reactions, with 
fear and its avoidance covered in one and the pho- 
bias in the other. The author has coined the term 
soteria which he defines as “the converse of a 
phobia’ and which he discusses in this chapter as 
well as including it in his classification of the neu- 
roses. 

Chapter six covers the primary gain (endogain) 
and secondary gain (epigain) of emotional illness. 
There are discussions of the conversion reactions 
and dissociative reactions in the following chapter. 
As applicable the character defenses associated 
with these neurotic reactions are included in the dis- 
cussions about them. Extensive references are pro- 
vided following the summary of each chapter. 

Depressions of neurotic and psychotic magnitude 
as well as the depressive character defenses are pre- 
sented in chapter nine. Tables relative to th clin- 
ical and personal experience of physicians and stu- 
dents with suicidal tendencies point out the fre- 
quency of morbid depressions. The reviewer differs 
with the author in his relative de-emphasis of the 
use of electroshock therapy in depressions and 
would stress the frequent practical need of this 
therapy as opposed to the lesser availability of in- 
tensive psychotherapy. The pros and cons of such 
therapy are discussed by the author, however. 

The fatigue reactions and overconcern with health 
including hypochondriasis and somatic and/or phys- 
iologic preoccupation are the titles of chapters ten 
and eleven. The obsessive-compulsive reactions in 
the succeeding two chapters including the obsessive- 
compulsive neurosis, obsessive character defenses, 
obsessive personality and the obsessive type of char- 
acter neurosis are presented in considerable detail. 
The concluding chapter is on the neuroses following 
trauma. The author’s estimate of the clinical in- 
cidence of neurotic reactions as presented in a table 
is of considerable interest. 

He has prepared a brief nomenclature of emo- 
tional and mental illness including the psychologi- 
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cally determined neurotic reactions as presented in 
the text as well as other illnesses beyond the scope 
of this volume. Fifteen hundred psychiatric con- 
cepts and terms are briefly defined in a glossary and 
provide a very valuable reference source. This 
should prove particularly valuable to the medical 
student. An index of personal names and a vast 
fifty-three page index of subjects concludes the 
book. 

This book should become a standard psychiatric 
textbook. It will very well serve this function for 
the medical student. It is of great value as a 
standard volume in the library of the psychiatrist 
and is a recommended reference source for other 
physicians and those in allied fields seeking knowl- 
edge about the neuroses. 

Leigh M. Roberts, M.D. 


BOOKS RECEIVED 

NEUROLOGY AND PSYCHIATRY IN CHILD- 
HOOD: By Rustin McIntosh, M.D., and Clarence C. 
Hare, M.D., Editors. Cloth. $11.00. Pp. 504. Williams 
& Wilkins Company, Baltimore, Maryland, 1954. 

YEAR BOOK OF NEUROLOGY PSYCHIATRY 
AND NEUROSURGERY : Edited by Roland P. Mac- 
kay, M.D., et al. Cloth. $7.00. Pp. 576. Year Book 
Publishers, Inc., 200 E. Illinois St., Chicago, IIL, 
1956. 

CARDIOVASCULAR INNERVATION: By G. A. 
GG. Mitchell, O.B.E., T.D., M.B., ChM., D. Se. Pro- 
fessor of Anatomy and Director of the Anatomical 
Lab. in the University of Manchester. Cloth. $11.00. 
Pp. 356. The Williams & Wilkins Co., Baltimore 2, 
Maryland, 1956. 

RECENT ADVANCES IN NEUROLOGY AND 
NEUROPSYCHIATRY: By Sir Russell Brain, Bt. 
D.M. (Oxon) P.R.C.P., Physician to the London 
Hospital and the Maida VVale Hospital for Nervous 
Diseases, and E. B. Strauss, M.A., D.M. (Oxon) D. 
Sc., F.R.C.P., Physician for Psychological Medicine, 
St. Bartholomew’s Hospital. Cloth. $7.50. Pp. 311. 
Little, Brown & Company, 34 Beacon Street, Bos- 
ton, Mass., 1955. 

HEALTH OBSERVATION OF SCHOOL CHIL- 
DREN: By George M. Wheatley, M.D., M.P.H. and 
Grace T. Hallock. Cloth. $6.50. Pp. 488. McGraw-Hill 
Book Company, Inc., 330 W. 42nd Street, New York 
36, N. Y. Second Edition, 1956. 


CURRENT THERAPY: Edited by Howard F. 
Conn, M.D., and other Consulting Editors. Cloth. 
$11.00. Pp. 682. W. B. Saunders Company, West 
Washington Square, Philadelphia, Penna. 1956. 


IMPARTIAL MEDICAL TESTIMONY: A report 
by a Special Committee of the Association of the 
Bar of the City of New York, Cloth. $3.95. Pp. 188. 
The Macmillan Company, 60 Fifth Avenue, N. Y. 
1956. 
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BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


ST. CLAIR HOSPITAL 


7850 EAST JEFFERSON STREET — DETROIT 14, MICHIGAN 
Telephone: LOrraine 7-7100 


A private hospital devoted to the diagnosis and treatment of mental and 
nervous illnesses. All accepted psychiatric and mental therapies. 
Beautiful grounds on the Detroit River. 


Registered by A.M.A. Licensed by Michigan State Hospital Commission 
Fully accredited by the Joint Commission on Accreditation of Hospitals. 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone 3-8291 for information 


Mild Mental and Nervous Cases 
aiso 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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GLENSIDE 


JAMAICA PLAIN, BOSTON 30, MASS. 


A small, attractively located sanitarium for nervous, mild mental 
or chronic illnesses. 


MABEL D. ORDWAY, M.D. 
6 Parley Vale Tel. Jamaica 0044 


HILLCREST HOSPITAL st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P I N E W O O D Hy oo” Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Katonah 4-0775 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 i} 
| DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


ANTI-FLATULENT EFFECTS SEDATIVE AN JPHORIA FC MODERNIZED (METHOD FOR 
MERWOUS, IRRITARLE PATIENTS PREPARING BUROW’S SOLUTION U.S.P. 


NON 
Conmicsition: ‘Each tablet contains *sepaTive & “EUPHORIC (ALUMINUM SULFATE 


FOR 
tract of rhubarb. senna, Each Ch : d CALCIU 
precipitated “peppermint joing’ Ext. Volorion “highly y PULMONARY 
oil an enne!l oil, in an 
activated charcoal base. for am, and CONDITIONS 
laxative, adsorbent,, YOPICAL BRESSING TRANSPULMIN 
carminative and a purifier. dicated, at nervous (U.S. Pat.) ® 


For, use in: indigestion, and exhaustion, Dissolve in plain 


: states, cardiac: and water os directed for pre- 3% solution 
neuroses, mMeno- paring astringent Burow’s Quinine with 

An excellent detoxifying pavsel ond mensirual molimenc, Solution for treatment of 21/2% Camphor 

substance with wide insomnia. Swell infil lo 

of in derma- Sprains. Antipruritic, for Intramuscular 

Administration: or 2 ables ti congestive action. Accu- 

Sally he after 100, 500 tablets, free AVAILABLE AT 


PHARMACIES 
EUTICAL CO., INC., 253.W: 26th ST., NEW YORK 


SUPPLY: Tins of 100. _ 
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“MYSOLINE” effectively controls 
grand mal and psychomotor seizures 


Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “MysoLine” was used as initial therapy; 
an additional 22 per cent were improved.’ In patients 
refractory to previous standard medication, Pence? obtained 
improvement to complete control in 70 per cent of cases. 
In his study, “MysoLine” was added to current medication 
and in some cases this was replaced by ““Mysorine” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.”* 


NOTABLY FREE From Serious Toxic EFFECTS 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.? When side reactions do occur, they 
, are usually mild and transient and tend to disappear 


J as therapy is continued. 
66 99 
 MYSOLINE, 
Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000, 
LITERATURE ON REQUEST 
1. Livingston, S., and Petersen, D.: New England J. Med. 254:327 (Feb. 16) 1956. 


' 2. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
' 3. Berman, B. A.: Am. J. Psychiat. 112:541 (Jan.) 1956. 


: at Ayerst Laboratories » New York, N.Y. « Montreal, Canada 


**Mysoline”’ is available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 
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